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ABSTRACT 

This Stat e*-of - the- auct paper is one of several volumes 
which describe the characteristics, quality, and costs of services to 
seve;:ely mentally retarded, severely emotionally disturbed, 
deaf-blind, and severely multiply handicapped clients age 21 and 
under. Part I of the vql^me consists of a subjective distillation of 
the concepts and research reported in Part !!• It discusses many of 
the issues for which documentation and research support are later 
provided. It also includes an historical context for the three major' 
categories of handicap and treats some issues on which little 
research is available*. The final/section of the first part presents 
some of the speculations as to the direction that provision ^^f care 
for the severely handicapped will be taking in the futile. Part II is 
the research review containing five sections. The first four 
represent the handicapping conditions of interest to this s.tudy;^ 
severe mental retardation, severe emotional disturbance, 
deaf-blindness, and severe multiple handicaps. The research is 
discussed under the same basic rubrics wherever possible. For the 
three major handicap categories (mental retardation/ emotional 
disturbance, and deaf-blindness) , there are the following 
subsection?: problems of^ definition and classification; prevalence 
studies; research and demonstration; measurement; guides to 
providers; ^nd bibliographies. The treatment of the fourth category, 
multiple handicaps, is much shorter jand has fewer subsections. The 
fifth and last i^ctio^ covers research studies which are concerned 
.with more than one type of handicap, (RC) 



Document? acquired by ERIC include many informal unpubUshed materials not available from other sources. C m^^^^ 
pfW t^SSS Se best copy available. Nevertheless, items of marginal reprodudbiUty are often ^<'<=>'^^^jif^^ ^^^^^^ 

uJ J^ S^h^dcopy reproduction; ERIC makes avaUable via the ElClC Document Reproduction Service (EDRS). 

" rL^:e^^^^^ <iocument. Reproductions suppUed by EDRS are the best that can be made from 



SCOPE OF INTEREST TidriCE 

The ERIC Facility h«* •nigntd 
thii document for procvtiin^ 



our judgament, thit document 
It alto of interest to the clearing- 
Houses noted to the right. Index- 
ing should reflect their special 
poihts of view. » 



*«T»ACHT OF HEALTH. 
. 0 S OEPMtTMEHTO 

EDUCATION*^ 

THl* DOCUMENT ;;^°VvEO FROM 
OUCEO EXACTLY AS l^t ^.^^. 
THE PERSON OR OR^^r^'^^p OPINIONS 

^/orMrorp^orT.oNOPr 



HANDICA 




,v 




ASSESSMENT OF SELECTED RESQURCES 
FOR SEVERELY HANDICAPPED CHILDREN AND YOUTH 

Volume 1: A State -of- the -Art Paper 



Abt 'Associates Inc. 
55 Wheeler Street " . .\ , 

Cambridge, Ma^achusetts 



AAI Report No. 74-08 

May, .1974 ' ^ . 



The research reported herein wds performed pursuant^- to a contr%^with. 
the Office of Education, United States Department o/f Hipalth, E^^ation 
and Welfare. Contractors undertaking such projects under Gorverhment 
sponsorship are encouraged to express freely theijc professional, judgment 
in the conduct of the project. Points of view or opinions stated do not 
th^'efore necessarily represent official Office of Education ''{position or 



policy. 



TABLE OF CONTENTS / 



PREFACE 

AqCNOWLEDGMENTS 



FOREWORD * \: . 

RATIONALE AND ORGANIZATION OF THE STATE-OF-THE-ART PAPER 



PART I: SEVERE HANDICAPPING CONDITIONS 

^^0 .HISTORY OF CATEGORICAL. APPROACH V 

1.1 Mental Retardation 

1.2 Emotional Disturbance, 

1.3 Deaf -Blind and Multip3.y Handicajpped 

- - ^ i • 

2.0" PROBLEMS OF DEFINITION ANE* CLASSIFICATION AS THEY RELATE 
TP MEASUREMENT AND PREVALEjNCE STUDIES ' ' 

! - 

3.0 THE ^ NON-CATEGORICAL ARGUMENT , ' 

■ I ' * 

•4.0 TREATMENT AND RESEARCH ISSUES 

/ ^ ^ •■ • ■ ! ^ - 

5.0 A THREE-PART PERSPECTIVE FOR THE STUL ^^'^'tHE SEVERELY^ 
HANDICAPPED 

* ■ : ' r 

6.0 FUTURE DIRECTIONS ' 



PART II: RESEARCH REVIEW 

1.0 SEVERE MENTAL RETARDATION ^ ^ 1 V 

1.1 Probleins of Definition and Classification 



1.2 Prevalence studies . ' ■ ^ 

1.3 Research and Demonstration 

1.3.1 Behavior Modification with the Severely Retarded 
. 1.3.2 Aversive Stimuli in Behavior Modif icationX 

1.3.3 Other Training and .Rehabilitation Appi^aches 

1.3.4 Research on Severely Retarded Children with ■ 
Down • s Syndrome - ■ . ■ 

1.3.5 'Mentally Retarded Multiply Handicapped 
1-. 3.6 Home and Institutional Care Programs 

1.4 Measurement 

1.5 Standards for Residential Care 



Page 



1.6 Guides to Providers - ? 

1.7 Bibliographies 

1. 8 Future Directions - 

2.0 SEVERE EMOTIONAL DISTURBANCE ^ 

2.1 Problems of Definition and Class-if icatiop 

2.2 Prevalence Studies 

# 2.3 Research and Demonstration ,y 

2.3.1 Demonstration Programs 

2.3.2 Research Studies 



2.3.3 Research with Emotionally Disturbed and. 
Mentally Retarded Children and Yo^uthf 

2.4 Measurement . , *^ 

2.5 Guides to Providers ^» 

2.6 Bibliographies ^ t 

■ ■ ^ • • 

2.7 Autism • . * . 

2.7.1 Problems of DefinitJLon' and Classif icatiofi 

2.7.2 Prevalence Studies 
2.7.3\ Research 'and Demonstration" 

3.0 SEVERELY HANDICAPPED DEAF-BLIND ^ 
3.1 Problems of Definition and Classification 
3»2 Prevalence Studies v • 
3.3 Research and Demonstration " • ^ 

3.3.1 Curriculvmi Guides and Instructional Technology 
' 3.3.2 Research and Demonstration Pro^^ms 

' 3.4 Measurement i \ 

. « *- / 

3.5 Guides to Providers ^ / 

< ■ . . 1 

3.6 Biblioqraphies . 

4.0 SEVERE MULTIPLE HANDICAPS 

4.1 Problems of Definition and Classification ' ^ 

4.2 Research and Demonstration ' 

- r ' ^ 

4.2.1 Curricula and Instructional Guides 

4.2.2 Demonstration Programs ^ 



58 
60 
61. 

62 
62 
.64 
65 
65 

7i 

74 
76 
79 
79 
81 
81 
83 
83 

89 

89 
92 
95 
95 
97 

103 

105 

lOfe 

107 
107 
108 
108 
109 




11 



ERIC 



• Page 

5.0. RESEARCH ON ALL ^SEVERE" HANDICAPS 

5.1 ProblenJ^ of Definition and Clas^f ication 110 

5.2 Prevalence Studies -^l^J^ 

C 11*^ 

5.3 Measurement 4 

5.4 Guides to Providers - H-^^ 
5.'5 Cast of Services^- . ' /^^^ 

5.5.1 Cost Surveys and Studies ^ 

5.5.2 Variables Effecting Cost Estimates 119 

5.5.3 Cost Data Collect;ion Procedures 121 

5.6 Status of Current Legislation and Litigation "^^"^ , 
5.6^.1 Right to Education * 122 
5.6.2 Right to Treatment ' 12 3 

5.7 3ibliographxes y . -^"^-^ 



REFERENCES 



127 



6 



,. .111 



ERIC 



V 



PREFACE 



Project Overview 

r4j|^uly, 1973 Al^t Associ\^tes was awarded a contract* by the Office 
of Planning, Budgeting and Evaluation ' (OPBE) of the United States Office 
of Education to conduct a nationwide "Assessment ' of Selected Resources for 
Severely Handicapped Children and Youth" (Contract No. ^^OEC-0-73-7030) , The 
present vol\jme is one pf a five-volume series produced. oVer the coilrse of 
the project to describe the characteristics , quality and 'costs of services 
to severely mentally retarded, severely emotionally disturbed, deaf-blind 
and severely multiply handicapped clients age 21 and xinder, in 100. 
providers across the nation- ^ ^ ^ 

For the purposes of this study, "severely" handicapped children and 
youth were functionally de'^ined as those persons ^age 21 and xinder who are 
either mentally retarded^ einotionall:y^\disturbed, deaf-blinS or multiply , 
handicapped and who exhibit two or more of the following behaviors with a 
high degree of regularity: 

• Self-mutilation behaviors such as head banging, body 
scratching, hair pullingi, etc. which may. result in 
danger to oheself; ' . , • 

• Ritualistic behaviors such as ro^j^jfcrig, pacing, 'autistic- 
like behaviors, etc. which do notanvolve danger to 

"■■^^ oneself; " * 

• Hyperactive-aggressive behaviors which are dangerous 
'to others; ^ 

• Self-stimulation behaviors such as masturbation , stroking, 
patting, etc. for a total of more than one hour of a 
waking day; ' 

Hi: 

m Failure to attend to even the most prono^unced social 
1^ stimuli, including failure to respond to invitations 

' ^ " from peers or adults, or loss of contact with reality; 

^ m Lack of self-care skills such a& toilet training, self- 
feeding, self -dressing and grooming, etc.;* 

• Lack of verbal communication skills;, 

• Lack of physical mobility including confinement to 
bed, inability to find one's way around the institu- 
tion or facility, etc. > 




The project 'was conducted in thrft^ phases: I) review of the i- 
literature and development of a state-of-the-art paper anftl annotated^ — 
bibliography; II) conduct of ' a survey of potential providers of services 
to sevjgrely haridicapped clients age 21 and li^ider and the^evelopment of data>^ 
collection instruments for use in the third phase; III) site visits to 
100 provider^, data analysis and report wrXtlnq. 

Phase I consisted of an extensive review of the literature for 
the purpose ^ developing an annotated bibliography and state-of-the-art 
paper on research and services for severely hcUfidicapped children and 
youth. Volumes 1 and 2 ot the series were developed during .this phase 
of the study. '\ V 

Phase II included the development of data collection in^tryjnents 
for use during the third phase and ajmail survey of potential providers 



of services Jco severely handicapped child!ren ^and youth across the nation. 



The survey was conducted for the p.urpose/of cheating a pool of providea^^ 
from which 100 facilities could b^' selected for site visits. From the 
1,550 respondents to the mail survey, 100 proyidersj^were selected who 
serve severely handicapped clients age 21 and under. The selection of 
the 100 providers was accomplished by grouping the respondents to the 
survey intjo eight sampling categories according to whether they offered , ■ ^ 
primarily day or residential services and according jto the numb^er of 
severely handicapped clients age 21 and under they ^erved. In order to 
obtain a final sample of providers whf ch served a rarige^ of handicapping 
conditions, providers were also' selected *based upon whether they served a 
majority of cli^ents^who are either seyerely mentally retarded ^<^verely 
emotioually disturbed, deaf -blind, or severely multiply handicapped. In 
addition, some providers were selected whp served a mixed severely handi- 
capped population! V- 

• Phase III of the study consisted of data collection, analysis^and 
report writihg. Each of the 100 providers in the final sample were visited 
two Abt Ass^ciates^ field staff for approximately two days dvirir>g May or, 
June, 1974. During these visits the Abt field staff conducted interviews 
with the ptograin or ins.titution director;^ selected ward, unit or classroom^ 
staff who were most knowledgeable about the services being offered to 

■ - , • ■ 8 •• V 

' vi . 



' • ■^ ■ . , : .r 

severely handicapped clients; and the budget director or other pers.onhel / 
most knowledgeable about the provlder^'s budget knd costs of services.. In 
addition/^one member of the field team spent one of the two days observing 
* severely handicapped clients throughout the^ facility . Ihe^e data w^j;^^ 
analyzed by Abt Associates projept <^staf f and "descriptive case ^tudies ' 
were written to provide a composite picture of the characteristic^ , quality t 
^d costs of provider services to severely handicapded clients. . ' 

/ ' • ^ ■ ■ " ^ ^ • 

The output of the study consists of a f i-Ve-yolume. final report 



as follows: 



Volume 1 
Volume 2 
Volume 3 
Volume 4 
Volume 5 



A State-of-the-Art Paper 
A Selected, Annotated Bibliography, 
Data Analysis and Results ^ ^ 

Case Studies of Provider Services 
Cor^Lusions and Recommendations 
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FOREWORD 



chil- 



Over the long course of^manVs history, it has been only compar- 
y^fv^ly recently that atypical^ chMdren , those with physical, mental, or 
emotional anomalies, were consi^afered worthy of public concern. Until the 
middleN^f the nineteenth century, the Poor Laws, inadequate at; best but 
more frequently ignored than implemented, were the 'only public recourse 
for the care of handiojd|)ped children. Because the frequency of epidemics 
at the public* almshouses consisted a health hazard, and the presence of 
criminals and depraved adults was considered to be moral l/^Srt^pting , 
such children received what might be euphemistically caMed "residential 
care" only until they could be ^l^renticed out or IxMpjAured. Factory 
owners who wanted tKe labor of the able-bodied poor >sflf<ildren we^force<?^ 
to take a number of chrippled or handicapped children asj^vell/ Since no 
records were kept and the contractor was not he Ic^ accountable for the 
dren entrusted to him, -the fate of the handicapped child ^an be easily 
* imagined. 

Even while ^he- prevalent mode was auctioning or indenturing^ of unwanted 
children, the early years of the nineteent^^ ce^^y saw a gradual di^fferen- 
tiation among the various types of handicaps, '^i^' the .continent, the separa- 
tion of the mentally retarded chill^rom psychotics was conceptually 
recognized long^before separate arr^gements for care were provided. .In 
France, Seguin began developing physiological ^nd sense training iflethod^ 
for the ed.ucation of mentally retarded children in 1839, and the^first 
school for the feeble-minded in the United States was opened .ir^ Massachusetts 
in 1848. Although legislation for the establishment of a similar instftu- 
tipn p.n New York had been introduced two years earlier,, no action was taken 
there until 1851. , ' . ' 

■"-^About this samei time, there was a growing concern for the care of 
children with other types of handicaps. By 1850 there were eight state 
institutions for tl\e blind and by 1860 there were six' states with some 
provision for emotionally disturbed children. Even before the movement' 
:to educate /the mentally retarded children had* gotten off the ground, how- 
ever, the sociological studies of the Jukes and the Kallikaks ushered in , 
a period in which feeble-mindedness was associated with crime, pauperism. 



and degeneracy. Since such experts as Tredgold in England and God^ard in 
the United States had stated categorically that at leastf90€ of -the etiology 
of mental re^ardation^as hereditary and Seguin's work had not produced 
the dramatic "cures" anticipated ,7 the budding interest in education was 
shifted to tiiB ultimate solution/ sterilization. ^ ^ 

Even the' great Femald, after whom many schools for mentally retarded 
people have been named, had li/ttle constructive to say about the mentally 




iait^er to 



retarded. In ci speech given /in 1912 he stat 

The feeble-minded/are a parasitic, pr<5^atory class, 
never capabl^of /self-si4)port or of minaging their 
•own affairs. JA ^reat majority^ ultimately become 
public charges in some form. They caiisLe xinutter- 
%ble sorrow at home and are a m^^iace 
the community. 

|»eeble -minded women are almost iWariably imm^^l...» 
the high grade imbecile is^ a potem^al criminalSj^eding 

only the proper environmerirt ' and oppoxi^unity for tn^a / 

development and expression of his criminal tendencies. 

,Thte converse proposition, that "the proper environment and opportunity" 
could also make it possible^ for these human beings to l^d fulfilled, and 
socially useful lives, was not explored. 

Subsequent to World War I and continuing along into the* 1950•s^^a. * 
ieat deal of attention was given to developing theoretical formulations 
qonCeming handicapping conditions . ^ PublicWovis ion for handicapped 
children and adults continued to^ex^and during this period, but the pri- 
mary function of such^^iislitutions was segregation. Facilities continued 
to be basically. warehouses for the storage of bodies, where those who were 
unpleasant or offensive because they were unproductive?, incompetent, and/or 
unable to control their bodily functions, were provided wi,th minimal sub- 
sistence until a "natural" death occurred. With some slight amelioration, 
•th"?se were t^e conditions wt^ch generally prevailed until after the election 
of President John ^n edy , 



Iw his Message to^ongress in February, 1963, President Kennedy indi- 
cated his intention to develop a "bold new approach,;' to the care of the 
mentally handicapped^ as jto maximize their possibilities of assuming 
'a useful rble in society. This period was also influenced by the pre- 
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^occupation with. the effects of cultural deprivation, environmental handi- , 
caps, and the unequal opportunities afforded minority people, which were 
having such cm importcint impkct at that time^ 

During the decadet which'- has elapsed since then there has been an 
enormoxis investmeat of public funds in studying the etiology of handi- 
capping conditions and. in the development of 'treatments and techniques for 
ameliorating their effects, with the result that a voluminous literature 
is now available.' One of the' major changes in emphasis in this period has 
been from primarily basicj care to habilitative or rehabilitative services. 
"Only recently has legislation been passed in some states assuring every 
child, no matter how severely handicapped; an ^qual opportunity to receive 
as con^lete an education as pbssiblel A corollary of this recogni|tion 
-of public responsibility is the belief that even the most severely handi- 
capped person has the right to, and. is capable of, a meaningful life. 

In spite of numerous studies, demonstrations, and outright grants to 
providers, the Bureau of Education for the Handicapped estimated in 1973 
that only 40% of approximately 7,000,000 handicapped children were receiving 
adequate services. Furthermore, since the incidence of severity along the 
dimension of handicap has not been charted, it is extremely likely that a 
large proportion of the unserved fall into the category of the severely 
handicapped. There is thus a critical need to survey the. literature and 
determine what is known about this disproportionately neglected segment of 
the handicapped population.* The present york is an attempt to respond to' 
this need. 

° RATIONALE AND ORGANIZATION OF THE STATE-OF-THE-ART PAPER 
In preparation for the writing of this paper an extensive literature 
review ^as' conducted, resulting in the volume entitled: "A Selected, Anno- 
tated Bibliography ^on Severely Handicapped Qiildren and Youth." Most of the 
articles, books, and other sources mentioned in this *paper are fully ref- 
erenced in the Annotated Bibliography. 

The State-of-the-Art paper actually 'comprises two distinct parts . 
Part I consists of a subjective distillation of the concepts and research 
reported in Part II. It discusses many of the is^es for which documentation 



V 

\ . 



and research support are later provided. In addition, it includes an his- 
torical context for the ..three major, categories of handicap and treats some 
issues on. which little research is available. The final section of Part I 
presents -some of the speculations as to the direction that provision of care 
for the severely- liandicapped will be taking in the not too distant future. 

,Part II of this report is the research review. There are f ive ' sections. 
The- first four represent. the handicapping conditions df interest to this 
study: severe mental retardation, severe emotional/disturbance, deaf- . 
blindness, and sev% multiple handicaps, ^n' every case the focus is on . 
those children and 'youth with the most severe levels of impairment. 

lli each of the above four catfegories, X^e research is discussed under 
the same basic rubrics wherever possible. For the three^major handicap 
categories (mental .retardation, emotional* disturbance/^d deaf-blindness) , 
there Sre the following subsections: Problems of EXi^inition and Classifica- 
tion; Prevalence Studies; Keseardh, and Demonstration; Measurement; Guides 
to Providers; and Bibliographies. 

The treatment of the fpurth Category , multiple handicaps , is much 
shorter and has fewer subsectiopfe. This is due- only in part to the fact . 
that there is comparatively little literature^ in this area. -More importantly, 
the category itself is exfremely. amorphous. There is always the need to 
strip away the global characterization of "nwltiple" and look at the specific 
physical anomalies and performance disabilities of which it is comprised. 
For this review, allreferences in which one of the handicaps of concern is 
either deafness or blindness, or both, are discussed under the Deaf-Blind 
rubric (section 3.0)'; the multiply handicapped menta/ly retarded are included 
in the section on Mental Retardatio^ (section 1.0) and the emotionally 
disturbed mentally retarded are under Emotional Distfirbance (section 2.0)^.^ . 

Yet the designation of multi-handicapped has acquired a uniqueness, 
and identity fl^its own in the past few years.. This is probably due to the 
fact thd^the rubella virus, whi<^ has such a devastating effect on the 
embryo during its developmental course, after the epidemic of 1964-65 resulted 
in the birth of a great many children handicapped in perceptual, sensoijr- 
lAotor, and mental functioning. Thus the^ multi -handicapped category comprises 

14 
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a conibination of sensory, mental , and physica;L problems, and includes brain- 
damaged, cerebral palsied, and orthopedically imapired children ^s well- 

The fifth .and last section covers research studies which are concerned 
with more than one type of handic^ap; they could reasonably have been cited 
in two or more of the four pre^ding sections. This alternative would have 
resulted in a great deal of r)^undancy, and would also have jrisked losing 
some of the total impact of 'the original documents. It waST therefore re- 
jected. Instead, a fifth section entitled, "Research on All Sevexf Handicaps 
was created. In it are reviews of a nimiber of textbooks and compilations 
of materials. Most importantly, it includes the Giiides to Providers serv- 
ing the entire range of ' handicapping conditions. It does not, however, have 
the usual subsection on Research and Demonstration since few such studies 
focus 6n more thaii one handicapping condition. In addition, 1:he final sec- 
tion includes material on cxirrent legislatioi^ as well as costs of services 
to severely handicapped children and youth across all foxir handicapping 
conditions. ' - < 



'/^ ^ : ' PART I; SEVERE HANDICAPPING CONDITIONS xi . 

. . ' ' ^ - ' , * • - jh 
' After a tho'ro\igh immersion in the literatxire, we have become aware 

of several dominant themes which, sxirface again and again.. By far the most 
persistent of these! is the realization that it is both futile and non- 
productive to^attertipt to separate the problems of definition, and classLfica- 
'tion from those of. measurement and estimates of prevalence^ , Two major ' 
themes '^eriye from', this position. The first is the need ,to cut free from 
the traditional categorical labels, to deal with persons, not diseases and 
deficits. Ona| this leap has been ^taken, a number of corollary 'issued 
emerge, relatii^ to treatment approaches and settings ♦ 



The second major 'theme is less perceptible and has a much more dif- . 
ficult time breaking through the in^acted theories of various disciplines. 
It postulates a need to address, the problems of the severely handicapped 
on three separate levels: prevention, remediation, andveducation. 

These pervasive themes will be discussed in detail in the subsequent 
sections bf^is paper* However, before we can fully understand the bases 
and rationale of the categori^. approach, we need to examine briefly the 
historical roots which have iSBthed the growth of theory and knowledge 



in the three major handi.cap areas. ^ 

1.0 history' of the categorical approach . 

■ I 

1.1 Mental Retairdation 

The history of our knowledge of mental deviations extends far back 
into 'the pre-Christian era. The Therapeutic Papyrus of Thebes (1552 B.C. 
contains undoul>tedly the oldest written reference to ment^tl retardation. 
Too, Galen, a Greek physician in the second centxiry A.D., discussed varia- 
tions in mental ability in his medical writings, and there were many other 
early philosophers and scientists who were interested in exploring the most 
extreme forms of human J^ehavior. 

Among primitive and superstitious peoples, "fools" were thought to.. be 
"touched" by God, and were accordingly given many .^privileges and considera- 
.tions not enjoyed by normal members of society. Or conversely, they were 
considered "possessed" by the^^evil and persecuted as witches. At other 
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times/ a devianto chilgi was considered God's curse for the misdeeds of the 
/parents, and hence il^ameful stigma. In an^ case, abnoffelity was commonly 
viewed as an unfor|:unate accident, a "sport" i quite unrelated to -the heredi- 
tary patterns of the ^parents or their living \Conditions . 

' ' " ^ • V' 

Th\as, the Greeks were known to have killed, or abandoned handicapped 
children .V The Romans could afford the luxxiry of maintaining a certain number/ 
of tKe mor.^ amusing Variety as "fools", for their entertainment, while the 

• Persian re ligioif demanded ' compassion and care for unfort\inates . Similarly, 
the Christian dogma which prevailed during the Middle Ages preached man's 
responsibility for all his human brethren, including the sick"*, the poor, 
and the handicapped. Many deaf, blind, and mental incompetents were offered 
havens, in hospitals and^asylums of various religions orders. A famous 
rej-ig'ious shrine at Gheel placed both the insane and feebleminded in private 
homes; these were probably the first^ formal "family-care" arrangeme^ts . About 
the same period, in England, th* mentally incompetent were supported as wards 

' of\the king. Ironically, with the .period of the enlightenment and the con- 
cept 9f individual responsibility, a far less liberal attitude was displayed 
to those who not only could not make a productive contribution to the economy, 
but weffe also a drain on its limited resources. 

In all this early history, it should be poij^d out, there was no real 
effort to categorize the varieties of incon^etencies. Rather, there was 
what might even be considered a behavioral approach. Persons who were ab- 
normal and did not "fit in," for whatever reason, were commonly dealt- with 
in the same way. We find the "poor,>alt, and blind" in the same alms- 
hoiises and dungeons, while the manic and potentially dangerous deranged or 

i 

"^defective persons were often placed in prisons, even though they had not 
committed cuiy crimes. • « . 

r 

A definition of severe mental retardation couched ia modem terms first 
appeared in 1534, and a distinction was made between idiocy and insanity ■ 
in 1690 (Doll, 1972). From these beginnings, the trend toward categorical 

• labelling began in earnest. For years, work with the retarded continued 

to be tied closely to the sensory methods developed in the study of the deaf 
andrthe blind. Thiis, almost all of the early progress in educartion and , 
rehabilitation was made by physicians rather than educators. And so there 
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is a logical basis for the medical-pathological |)rientation which continues 
to permeate a grea^t deal of the research and treatment of the handicapped. 
As medical research and piractice branched out, ipto numerous areas of 
specialization, a-.corresponding effect was . felt in the study of ^li\types 
of' abnormal manifestations. The new scienctes such as genetics pathology , 
neurology biochetnistry, etc., each cut off a' small segment of the total 
problem to examine microscopically and separately, coming together only 
to add still anq^^ term to the burgeoning list of/etiological descrip- 
tions. Tl3iese werSi considerably augmented, at the ^tum of , the century , with 
^e emergence of the social scieijces. Now psychology , psychiatry , sociology, 
anthropology, and all their splinter disciplines produced a new source of 
categorical classifications. . . ■ ' . - ' ... 



1 . 2 Emotional^ Disturbance 



The early study of behavioral disorders did not .become dissociated 
from that of mental deviance in general until the beginning of the^lSth 



centiary. ' . ^ , ^ 

However, although. references. to behaviors which now would be cate- 
gorized as severe emotional disturbance appeared in the medical and psychiat- 
ric writings of the 1800 the deyiancies were described in the terminology 
appropriate.' to adult psychoses. This homunculus approach led to the diag- , 
hosis of infantile manias or inf an tile ' insanity . Most of the time, how- , 
ever, children Wlth behavioral disorders were considered under the rather 
amorphously defined rubric of mental deficiency, with or without organic 
deterioration. " ; '. 

Perhaps' the first labels applicable* to children and youth were coined 
by Kraepelin- in his text. Dementia Praecox , piablished in English in 1919. / 
This broad complex of syndromes was used letrospec.tively to ide^^tify adults 
whose ab^rrancies had their iroots^n' early adolescence-, or Rveh, in a srall 
percentage of cases, early .'childhood. One of these hebeph^!^^a , soon 
began to be used in diagnoses With adolescent p^ttients. ^i^^^lin believed 
that the various forms of dementia praecox were due ^ to cerebral degenera- 
tion or metabolic disorders which were both progressive and irreversible, 
providing a completely /pessimistic prognosis. In effect , this important 

18 . 



contribution to the analysis of adult psychoses discouraged research t>n the 
disorders of young children • 

The attribution of psychoses to physiological causes continued to he 
doitu-nant in psychiatry for* a fong .time after Freud had brought out his 
theories of the psychological and emotional genesis of abnormal behavior. 
Not until Bleuler formulated his concept of the "schizophrenias" was there ^ 
any published record of' an^ttempt to .coordinate physi^Dlogical and psychol- 
ogical theories. Although applied primarily^ to his woik with adults, 
Bleuler 's description o^ the. ma jor symptoms of schizophrenia converts 
readily aJfd usefully to the classification of disorders in ,children. It 
also provides the basis for the' therapeutic-analytic orientation which has 
until recem-^tly been the prevalent method for dealing with behavior . disorders 
of . young children. * Most psychiatrists continued to 'vi,ew the a^pearar\cie of 
deviant behaviors ijl cifiildrdn singly as the forerunii^. of adult psychoses . 

major basis for the unwillingness to designate any behavior in^young 
children as , abnormal was the absence of guidelines for the description of 
normal development. This was particularly true wher« the 'principle of " 

continuity of hman behavior was accepted. Under this formulation, all 

••• ' - . 

behavior is continuous , and tlMre are no sharp points- of distinction between 

the normal and the abnormal;^^e are only degrees of variation from a 
hypothetical norm. Discontinuity theory postulates that aberrant behavior-^ 
is not only a difference iri degree or quantity, of unusu^behaviors exhibited, 
but also a major difference In the kind or quality of these behaviors. The 
conflict between" continuity and discontinuity theories continues to be a 
major area of disagreement at the present time. \ . 

With the advent of the 1930 's, the consideration of behavior disorders-^ 
in children began to take on an identification aparfi. from worfc with adults 
(e.g. Potter, Bradley, Despert, Mahler, Szurek, Bender, Kanner) . Although * 
described in different terms >y the early investigators, there seems to be 
consensus-on certain characteristics of -tl^ emotionally disturbed child. 
These include lack of contact with reality, inability tc lorm emotional 
relationships, defects of verbal communication and sensory reception, and 
bizarre |psychomotor bettavior. Emotional disturbance has been described as 
a genei^c societal problem which> involves three major characteristics: 
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disability, deviation, and alienation. Yet it is more than a simple sum of 
its Veuried manifestations: it is a human system in distress. 

Because current woifk with emotioi^Ilv disturbed children has so majpy 
different theoretical sources, there h5ve been a number of, attempts to 
develop a conceptual framework -which r^ains all the variet^^ without losing 
any of the power of analysis and interpretation. 

.A number of theoretical models have been constructed ^o deal with- 
pathological behavior • Each of these encompasses a basic methodology, a 
distinctive orientation, some integrative principle related to behavior 
genesis » ^ approach to amelioration, apd a unique stamp or ambience which 
distirtguishes it from other models^. There aite three general theoretical 



models: psychotherapeutic, -beh a vio^al^^ In jfiditio^j^n^ 

several less^' complete models deri^'/^^^;^^ three, The%|||pohiraiera-- 

ti^ic^:^^f^ wit 
i idtb^fOx^^^ t}ie ir 



severcLl less'' complete models deriv^ , 

peutic model has clear ti^Jdrrjfeti^ with, many modifications and 

new insight^. introduced ii^^^ t}ie intervening .70 years. 

The behavioral-psycbologfc^^^^|)^r^^ can ultimately be traced to the 
traditional ^conditioning theb^iefs of Pavlov, although these were completely 
transformed by Skinner in hi^ JaeVelopment of ope«:ant psychology. Finally, 
Durkheim is. genetally . credited with the application of sociological theory/ to 



the etiology and interpretation o£ deviant behavior. The several theoretical 
systems may emphasize different featxires of specific syndromes. Psychotherapy 
behavioral psychology, and biogenetic theory, for example, relate to the \ 
manifestation of. the disability; sociology is concerned primarily with 
deviation. « . . ... 

The various theoretical positions are further* confounded by thfe contri- 
butions of a rather distinct group of critics who oppose all theoretical 
models of aberrant behavior. For convenience, they have been labelled the 
"counter-theorists'." Deriving, from the existential philosophy of ^Husserl 
and Heidegger, they are unified^ by their radical challenge to the atJcepted 
preconceptions of' disturbance, deviance, and psychosocial disability. They 
are not a homogeneous group. Herbert Marcuse and Norman Brown are socio- 
cultural reformers who tend to a behavioral model, while Laing has come out 
Qf the traditional psychodynamic school. They, share a common rejection of 
current methodology ,they^ refuse to reduce ideas to prescriptive principles 
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of behavior genesis, and they object to curre^it treatment methodologies . 
On the positive side, they believe that all human behaviors should be 
freed of repressive institutionalization and cultural imposition, and they 
maintain that, even the most bizarre behaviors ate still part of the total 
spectrum of possible human responses. 

Counter theory has had a considerable 'impact not only, on the descrip- 
tion of emotional behavior but also on the entire categorical approach.^ 
This has been' accomplished in spite of the fact that counter theorists 
have produced no crucial evidence nor critical experiments .to invalidateN 
any of the basic principles of behavior on which the major theories are 
built. The usefulness^ and applicability of basic paradigms 6f learning 
theory, unconscious motivation, and biogenetic and sociocultural determinants 
have not been seriously threatened.. However, what counter theory criticism- 
has done is. to j/oint up-the necessity of integrating the three theoretical 
systems into a unified model of behavioral analysis and treatment. 

1.3 . Deaf-Blind a^dVuultiply Handic»pped 

Next to mental retardatioi^Xdeatfness and blinjnes^, as separate sensory 
disabilities, have bie longest historical background of any of the handi- * , 
capping conditions. However, tl^ere are suii)risingly few references to the 
deaf-blind as a single entity. Perhaps the mosti important contributions to 
the fielddfeave^een made by dramatic successes achieved by persons such as 
Helen Keller and Laura Bridgman. These and a few other instances led to 
the recognition that special* techniques cbuld be used to break through the 
communication barrier so that the deaf-blind could eventually be educated. 

There have been many conflicts as to the value of various instructional 
approaches. Some tim^ ago, it was established that there was no physical' 
basis for muteness in the deaf-blind. This led to a strong push to t^'ach 
the deaf-blind to speak through the use of vatiousi vibratory and acoustical , 
techniques. The distorted sounds which were produced after a tremendous 
expenditure of effort were a deep disappointment. Today there is a turning 
• away from the focus on mechanical production of sound to an emphasis on ^ 
increasing conceptual power through whatever sensory input channels are 
available. , ■ \ 
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•Jhere have, alsji^jje^n some areas of disagreement as to what level of 
measurable sensory deficit is to be used as the legal definition of blind- 
ness or deafness • Yet at no tim6 has there been any serious disagreement* 
as to whether or not a pejjpon i^ severely handicapped as a consequence of a 
combination of these two deficits. Furth^ermore , since deafness and blind- 
ness are tijed 'to identifiable physical structures involving peripheral " 
and central nervous system networks, there has been little basis for con- 
flicting causal attributions. The reasons Aie physical impairment occurred 
may be j^li^'stioned, but not (except in ca^4^.-cOysterically simulated sensory 
in^airment) the association of physical anomalies with deficits in . function. 

The historical background Of the multiply-handicapped category i^ also 
vpry limited. Xt, too, has been torn by conflict between different theoreti- 
cal systems, but for opposite reasons. The whole category of miiLtiple 
handicaps is sp amorphous that it may be considered a tacit admission of the 
breakdown of efforts at . classification. Thus, it has contributed to the - 
growing dissatisfaction with labeling and categorical classification. 

2,0 PROBLEMS OF DEFINITION AND CIASSIFICATIC»J AS THEY RELATE TO 
MEASUREMENlV^AND PREVALENCE STUDIES ^ 

Whenever prevalence studies or incidence estimates have been reported, 
there has been some cautionary note as to the questionable validity of the^^_^^^^^^ 
d^ta.. Attempts to obtain definitive estimates of "the handicapped'" will 
continue to prove fruitless until the rules of the census game are made 
sufficiently clear so that one person cannot be assigned to two or three 
different pigeon holes at the same time. Too, tkey must be sufficiently 
objective so that two census-takers do npt attach different labels to the 
same person. Such considerations quickly bring us to the problem of ^clas- 
sification and measurement. • 

Even if these problems did not exist, there is one very serious hurdle 
to thfe prevalence survey* which does not seem to have been addressed in the , 
literature. This concerns the sources from which data are obtained. In 
most cases, incidence surveys canvass a variety of institutions : .> regular 
schools, special classes, clinics ^'-hospitals, /etc. Using the traditional 
categorical l^els, they ask teachers or administrators to report how many 
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chilciren in their class W program are in each of the categpnes. There 
is no basis for assuming that teachers are capable of. making such f ine-grai,ned 
diagnostic detei^nations. Even if they were, there is a problem which even - 
expert diagnosticians must face: under what label dpes one count an untest-^ 
able deaf-blind ^c^ild wi.th emotional disorders? The situation is further 
complicated by thd fact that many surveys are themselves categorical in 
nature! Survey A is interested in the deaf-blind; Survey B in the mentally 
retarded; Survey C ^n^the emotionally disturbed. Thus, .a child in the 
Multi-Handicapped Unit of a School for the Deaf could legitimately be 
counted/three times. Wd a fourth time, if there were a survey of the multi- 
handicapped. 

In contrast to tl\ese' sources of overestimate/ there are other condi-. 

\ . . . 

tions which produce uncierestimations of the "true" incidence statistics. 
The prevalence estimaEe^^pf the severely emotionally disturbed reported by 
one investigator is 4 iA lOVooO . This figure was obtained from a survey 
of classroom teachers, ^^gain, accepting the unwarranted assumption that 
a classroom teacher has t^e expertise to make such a diagnosis, any inference 
that this figure represen1:s the incidence of severe behavior disorders is 
prepostetous. There is no Oefeason to believe that even one-quarter of severely / 
handicapped children in the United States ark presently enrolleid in public 
school' classes. . . ' 

« -■ -■ 

So, how does one go about taking a census of handicapped persons? A 
number of prevalence studies have Indicated that 40% to 60% of schpol-aged 
handicapped children are not receiving any type of care at all. It is unclear 

these figures were determined. Most likely 'they were derived from the 
c?pplication of statistical properties of the normal curve to the total popu- 
lation. While t^iis may be a valid procedure where characteristics are 
normally distributed, it is cer'tainly not appropriate where the conditions 
by their very nature are abnormally dis1:jibuted. 

There is strong evidence that extreme behavioral or physical anomalies 
are accidents of na1;ure or- environmental circumstance. For example, it has 
been ^estimated that approximately 90% of all those with an IQ score between 
52 and 67, i.e.,' the "mildly" retarded, hiave no measurable brain damage or , 
central nervous system impairment. Because of the need to find an etio- 
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logical label, they are called ''cultural- familial" retarded children. They 
are simply assumed^© be at the lower end of a normally distributed attri- 
bute, intelligence . ' 

Th,fe pictute changes radically when we get to the severely and pro- 
foundly mentally retarded. Almost ^1 persons in this category show evidence 
of accidental and unpredictable genetic' mishaps viral infeations, birth 
' injuries, etc. The occurrence of biological "sports" is not associated with, 
ethnipity, socioeconomic status, or any of the otiier heritable variables to 
which mild retardation is linked. It is unsafe to apply, population estimates 

to determine the actual size of a severely handicapped group. 

' ■ ' ^ . ■ - 

A census of the handicapped must, therefore, be a true census—that- is , 
an. actual door-to-door head 'count. This ^taslc would be a difficult one, 
even assuming that the money for such an e3q)ensive venture were made available 
In the first place, many 'of this group never surface to where 'they can be . . 
counted. Many families fail to report children of whom they have divested 
themselves by permanent placement in a residential institution, or those they 
have locked up in a'back bedroom or closet. The feelings of guilt and 
shame engendered by such* of f spring do not permit their acknowledgement, 
even to an in^ersonal census- taker'. But suppose this yere not true, and 
the parent were willing to admit to a handicapped child in the fapiily; would 
lb lay person be able to determine whether a mute, unresponsive child was 
deaf, profoundly retarded, or autistic? Even specialists often disagree 
as to the appropriate label to apply to a particular syndronfe of atypical 
behaviors. 

Th\is we return to the problem of specifying the rxiles of definition and 
measurement by which tlve game df classification must be played^. Borderline 
discriminations, where behaviors are only moderately deviant; from normal, 
are admittedly far more coniplex. There are so many confounding environmental 
variables—socioeconomic, ethnic, cultural, and social— which may prevent 
the emergence of inherent abilities, or precipitate the appearance of sensory 
or behavior disorders. In comparison it is a far simpler task to identify 
a severely handicapped person, for the severity makes the deviance obvious. 
Here the problem is one of identification, description, and measurement. 
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As we have seen, the problems of definition and classificatWi ate 
^rooted in the separate historic^ processes through which _each (arek of 
handicap has created its" own body of theory and terminology. Evdy today, 
there are "specialists" in mental retardation, behavior disorde^, the 
deaf, and the blind; an^ there are a host of "specializations" covering 
brain damage, cerebral palsy, and many other physical and orthopedic dis- 
■I ' <• • 

abilities. ' \ 

The press for greater specificity of classification has recently be6n 
given renewed impetus by the need of legislators concerned with enacting 
laws to protect the rights of handicapped populations. Since these laws 
adopt .«ae traditional* categorical terminology , with .special provisions for 
different types of handicapping ^di^ions, clear guidelines for discrimina- 
ting the different populations become essential. 

Compilations of state laws dealing with the handicapped point ^ the 
.stereotypic language. The following definition, although better than most, 
is a fairly typical example: The exceptional child is "any childj)f educable 
and trainable mind, under 21, for whose particular educational needs insti- 
tutional care and training are not available in this state, or who cannot 
pursue regular classwork due to reason or reasons of defective hearing, vision, 
speech, or mental retardation, or physical condition aa determined by compe- 
tent medical authorities ^d psychologists ." . This description provides no 
real basis for identifying the handicapped child, and places the' entire onus 
of this responsibility on some ill-defined group of authorities. . , 

In certain, states there kre legal stipulations which decree that children 
with IQ's below 9.0 cannot be considered .emotionally disturbed. - Accordingly, 
Residential Treatment Centers for the emotionally disturbed specifically 
exclude the mentally retarded. How then can they determine whether or not 
the mute, out-of-contact child is capable of normal mental functioning? 
Most schools for the deaf and blind will not accept the retarded, even 
though they may also be deaf and/or blind. .Who can say to what degree 
failure to perform on an IQ test is a: function of impaired mental ability, 
or the closed" channels of sensory stimulation which it is the task of these 
institutions tb open? There' must be some objective basis for determining 
at what point mentally retarded or emotionally disturbed children can no 
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longer be retained in regular plassrooms. " If they are excluded, who 
decides whether a special class or a residential facili^ is^most appro- 
priate/ and on what basis? * ^ , \ 

The question of establishing .levels of severity of in^airment is 

another aspect of the problem of classification. %iere is a growing 

♦ 

tendency to base the determination of level? of severity on behavioral 
criteria, regardless of the medical or etiological diagnosis. The jpraSen- 
tation of two or more ciy.tical negative behaviors, such as self-mutilation 
or bizarre posturing, and/or the absence of two or more developmentally- 
appropriate positive behaviors, such as responsiveness to social stimuli in 
the infant or basic self-ca^e skills in. the preschooler, are obvious and 
indisputable evidence of a serious deqjj$e of departure from hormal expec- 
tations. 

3.0 THE NON-CATEGORIC»L ARGUMENT . * ■ . . 

It is but a short step from the adoption of behavicjral criteria for^ 
specifying level of severity to a complete rejection of all categorical ' 
labeling. There is no. real justification for Establishing categorical 
boxes and then stuffing into them persons who have their own unique sets 
of characteristics. It is far more^^as enable to observe :th^ handicapped 
person to determine the vuidesirable^benaviprs which need to be extinguishecj 
and the desirable skills and abilities which need to be acquired. Then a 
treatment course can be charted specifically for this particular person. 

This, in essence, is the non-categorical stance. Basically, it is 
but an extension of the principle of individualized instruction to the handi- 
capped child. There are two roots from which the concept of a non-categorical 
approach has grown: the first relates to the rejection of labels, per se; 
the second, to the need for alternative educational settings. There is a 
strong feeling that it is unethical and irimioral to label a chil^ as different 
or deviant from his peers. Aside from being dehiamanizing , once the stig- 9 
matizing label has been applied it serves as a deterrent to any attempt 'to ^ 
deal with the specific problems of a particular child. In the not-too- 
distant past, children who had been labeled in this way were placed in insti- 
tutions for the severely retarded, with others similarly categorized, where 
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they were almost completely deprived of any educational stimulation. The 
horror stories which occasionally seeped out of these institutions led to 
reform pressiire by parental and citizen groups, which precipitated the 
establishment of the ''special" class within the regvilar school building. 
It is a moot point whether these "special" claisses can be considered an 
improvement. Tliere is no evidence that special classes facilitate either 
cognitive or social development. On the contrcury, there is some reason to 
believe that placement in % special class e3q)OSes the child to greater 
emotional stress, ridicule, and opprobrium. Although there is. a smaller 
child-teacher ratio, all children are. treated alike, as if the homogeneous 
label had stripped them of all individuality. '^^^ 

Disapp9intment and dissatisfaction with the ai^ecial class resulted 
in a swing to the opposite extreme^ — the demand that all children should 
be retained in the "mcd.nstream" of the educational system. Children would 
be classified in terms of their behavioral and leeiming disabilities, for 
which they would receive appropriate instruction, but they would also par- 
ticipate in many of the class activities. This system seems to'^be working 
out with certain types of handicaps, and with rather moderate levels of 
severity. Teachers need some retraining, and they welcome the assistance 

of support staff. In general, they are pleased and surprised at the progress 

«» 

of the handicapped children. 

c ' . ' 

^thildren with severe handicaps continue to need special class place- 
ment, but with an entirely different orieriitation. A new approach provides 
far greater flexibility of programning and much more s\5)ervised contact 
with other children. Such a program is functioning successfully within a 
complex of three regular schools in a California community. In the classes 
are many rubella children who are deaf and blind; some are 2dso mentally 
i-etarded and* emotionally disturbed. Several severely disturfDed boys are 
also accommodated in this non-repidential prograln. Tpiere is no doubt that 
the non#- categorical approach can^and does work (Meyen, 1971; Reynolds and 
Davis, 1971; Johnston, 1972; Sodhi, 1972). 

' Comparisons between public and private facilities as weil as between 
VaJ^us types of homg and residential placements are frequently debated. 
Althouqh the recent trend is cfWay from large institutions to smaller ^units, 
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preferably soae type of fataily-hotiii^ care*, the . latter is not necessarily a 
superior placement. There are many advantages of institutional placement, 
not the least of which is the access to a greater variety of special thera- 
peutic care and equipment. While most advocates *of a non-categorical 
approach are opposed to the institution, it is not the institutional or 
residential setting Which 'is the major point oif objection. It ds the 

principle .of exclusion which is at issue. 

/ ■ \ ■ ' . 

Consider the case of the Regional Treatmerjt Centers for Emotionally 

Disturbed Children, under the aegis^f the National Institutes of Mental 

Health, and tthe Regional Deaf-Blind Centers sponsored by the Bureau of 

Education for the Handicapped. Neither of these will accept children v^o 

« 

bear the label legally (and arbitrarily) assigned to the other. And neither 
will willingly accept the mentally retarded, even thou^ the appropriate 
categSrical deficit is also present. Aside from the dearth of diagnostic 
measures to establish which, is the roost valid label, the handicapped child 
is subjected to another type of injiistice. Although- both networks ^e . 
national in scope, they are not distributed geographically in any equitable 
pattern. Thus, a child with emotional disturbance may haye to be transported 
hundreds of miles to a Regional Training Center, while a Deaf-Blind Center 
may be located close^ to' where he lives. 

Again, we must return to a behavioral position: /The best placement. for - 
any handicapped person is the one which provides the best service — thes one 
most responsive to the totality of his or her particular needs, 

4.0 TREATMENT AND RESEAj^^ ISSUES 

The majority of the research and demonstration studies are concerned 
with tile exploration of the effects of different tre2rtanent approaches > Most 
of these investigations are demonist rations in which the use of a particular 
curriculum or instructional procedure is reported:- In some cases there are 
pre- and post- tests to measure progress across the period of the innovation. 
Far more frequently, the^ is no objective evaluation, and no attempt to 
carry out even a quasi-experimental design. 

The conqpardtively few experiijental studies are equally lacking in 
rigor. These crit5^cisms are parti cialarly applicable to demonstrations of 
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psychotherapeutic treatment programs* There are two aspects to the problem: 
First, tl^e psychotherapeutic pro^cess is extremely idiosyncratic and dif- 
ficult to describe in precise, replicable terms. Much of the effect of 

•J 

the treatment is dependent on the charismatic rapport which is established 
within an analyst-patient dyad. The second aspect of the problem is m 
determining the success of the "treatment.". Generally, studies in which 
groups of patients have received therapy teport a recovery rate of 25%. 'But 
the, criteria of recovery are extremely subjective. 

The problems become even more complex if the study involves the cpmpcuri- 
son of one psychotherapeutic ^approach with another — for exan^le,' individual 
therapy with group therapy. Or one group which receives psychodynamic 
treatment may be compared with one which receives a behavior modification ^ 
program, or with a control group rkceiving no treatment at all. Here we are 
confronted with the sampling issue. The relative severity of the condition 
before treatment was initiated is a critical variable in th^ predictipn of 
a successful outcome. Thus, children who have language ' facility and those 
with a higher. IQ^^ve a far greater chance of making a measWable improvement 

In all h^^iicap conditions, the IQ is one of the bes^ i^j^icators of 
functioning, whether in personal self-ca^e skills, or in sVpi^-emotional 
or cognitive areas. As we have indicated earlier, severely and profoundly 
retarded children, i.e. those with IQ's below 35, are far moaie likely to 
have organic brain damage, with evidence of neurological impairment. These 
children show little progress in residential or day treatment settings. 
Children who present similar syinptoms, but without any organic trauma', are 
far more apt to show improvement, even in a residential setting. There are 
also differences in children from home,s which vary on socioeconomic, ethnic, 
and family variables. Thusi^ the characteristics of the individuals who make 
up the groups being contrasted are extremely critical. 

Another criticism of the research with the severely handicapped is 
that the number of cases is usually so small that no statistical tests for 
significance of differences, analyses of variance, or linear regressions 
can be made to determine the critical variables. It is almost impossible 
to find appropriate controls who are not receiving some type of treatment, 
or who do not become involved in a treatment program dxiring the course of 
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the e3q>erixnental study.. (It would be heartless to insist th*at a handi- 
capped, disturbed child remain without treatment merely to ?ulfill the 
requirements of experimental rigor.) * 

While these are all valid criticisms from the point of view of a 
traditional experimental orientation, they are completely inappropriate in 
the investigation of treatment issues with the severely handicapped popula- 
tion. By very definition, there are very few persons who fall into this 
category. Where they are brought together in groups in ^institutional 
settings, it is not becavise they are truly homogeneous, but rather 
for administrative convenience. Two emotionally ijdisturbed 10-year-olds 
are more different from each other thcin eire two normal fifth-grade children. 
One erootionfilly disturbed youngster may be mute and spend hours in the same 
bizarre, stereotypic behavior; v another may be hyperkinetic and destructive. 
In addition to these serious impediments to maioAaining an experimental 
design, there are all the usual problems which plague researchers who 
attempt to investigate issues in naturadistic settings. 

Hdt/ever, in spite of the methodological problems, there is sufficient 
evidence, from numerous replications over many years, to conclude that 
there is very poor prognosis for improvement under a psychotherapeutic 
approach. The research results, such as, they are, indicate that the most 
severely damaged children, either mentally retarded or emotionally disttarbed 
show little real or persistent progress toward normal behaviors. Even with 
the brightest and least disturbed children, the course of therapy is long 
and painstaking, and the outcome dubioiis. 

There are a number dt other treatment approaches which have been tried 
with severely handicapped children,^ with more or less success. Art, music, 
and movement therapy have sometimes shown some impact, but they are most 
effective when they are instituted as part of a controlled, total environ- 
ment program. 

The one treatment approach which has shown consistent and repeated ^ 
effectiveness with the most severe levels of' several handicapping conditions 
is that of operant conditioning or behavior modification. The reinforcement 
model has been applied most advantageously in connection with precision 
teaching techniques and programmed instruction. Best results are obtained 
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when; the token economy becx^mes; an integral part of the "total environment 
. (bijou, 1971? Pedrini and Pedirini, 1972; Jordan and Robbins^ 1972; Walker 
et al.r i^72) . In'a residential setting, the principles cire applied in 
eveiry encoianter the child ha^ either with staff or other children. In 
settings where the child goes home weekends ^ behavior monitoring continues- 
pn the bus? and check-off sheets are kept during the stay at home. Parents 
and family members ^ and otiiers in the home^ are importcint participcints in 
the traiiiing process; even more so when the child is in a non-residential 
setting, f 

Although operantj^Conditioning has depmonstrated dtts usefulness in the 
affective areas of emotional and social development, its dramatic success 
with the teaching of self-ccire and academic skills has been its most out- 
standing accon5>lishment. This has, on occasion, resulted in the anomalous 
situation where behavior modification procedures are used in the classroom 
while the individual child has a daily session with a psychotherapist. (One 
tragi-comedic incident has been reported in which a child was being punished 
for emitting certain verbal behaviors in the classroom and encouraged to 
engage in these behaviors as cathartic release in thd sessions with the 
therapist!) ' / 

' Evaluation of the effectiveness of behavior modification procedures 
cure not susceptible to the serious criticisms leveled against psychotherapy 
studies. The questions of comparability of samples and of small cell sizes 
are quite irrelevant because in behavior modification each subject is his 
own' control. Baseline data to determine the level of perfonocince at the 
initiation of treatment is obtained and this is the yardstick against which 
progress in acquisition and/or extinction is measured. Furthermore r both the 
modification procedures and the specific behavioral outcomes are stated in 
very precise terms. The performance goals ate broken down into a series of 
components r the achievement of each being easily observable and susceptible ' 
to objective measurement. Frequency counts are used to determine th^ extinc- 
tion of deviemt behaviors as well as the acquisition of desired performance 
skills. As soon as possible, the child in treatment becomes involved in 
charting his own progress. , 
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. This does not ,e.. '^o ^^^^.^^ ^^paring behavior 

modification are neC^^^V are ^^^^^^^f^^^^ 

which procedures ^X^d ^^'^^^t^^d aS a ^^""'^ °^ carefully 

d.sigled evaluations. '^^C^e expe^i^"'''' ^^^^^^ 

inapptopriate, other ^^^^-^.s ''"^^^ M^nandi^P^^ populations 
must be explored. ^^^"^ J^' ,t ^^^^ Ye^^ ^-^^ ot progres^^ ha. 

been made in th^ «aev^^°^°^^^^ J t^e^ '^"'^^'^Ues^f as^^^^"^^ analys:L3. 
Statistical procedur^^ ■ ^te ^»!^^ ^etero^^"^'""^ ^^^^^ 

being explored. ^^^^^.'^'ut^ ^thodol^^^^ to the study 

of handicapped popui^*^"*^^ ^^^^<3 i^**^^^ tested- 

AS we focus o. i^^ -V tion^^ '"^^^Utation "^^^ handicapped child, 
it becomes incr^asin^^^ ^V^^ ^i^satisi^^^^"" ^^fr"" 

and categorical a.,c^^^^^^^\j ''t ^ ^ic^^ underlying 
the various coneeptu^Ji^^C ' A ^^^^^-^ ^^^.^e of ^^ira stu^y of 
deviance would ^,^e \ " asp-^^^ °^ P'^"'^'"'^ 

1) prevention, ,^f'^^X.^l^^,o^^^'^-^ ^-^ediation^' 
rehabilitation. 

There is .o ^.f^'^ ^ ^^iO^P'^'''^ ^^^^^^^ extremely in«>ortant 
in th.e study of ,on^^'°""- ca^no^ ignored if we 

wish to reduce the i^''^'^^^^ i.^""^ ^ ''"'^ 
know that a mother w^" tj:^^''^^ """^^iiaZuri"^ pregnancy is alB«st 

certain to have ax, i^^'^^^J''' ""^^^^^^ "^^^ "^"^ 

1, determine ways of ""^^^C of ^^^^ ' 

the likelihood of ^e^^'^S Z P^^'""" the vir^ """"^ Pregnancy, and 
3) develop procedure^ '° ^^te^^^' "^^^ct of ^"'"'^ ^"'^ 
been detected, ^d °^ ^« ^l^.^d. 

TWO other r^^,, ^au^,^ ^ ^nt^^ ^-W,^^,,^, a.- «^ ^-^'^ ^ 
-prematurity. The fi^^^ ° .an f^w/b^ eontroU^^ ^ 

recent biochemical d^^^^ , -f^' PhaTtna'^^"''"' "^"'"^ 

in the ca-ose and J>r.^^"^^C" ..-'"^'^^ ^i^^.^ wiH ^^'^^'^ ^'""^ '° 
reduce the incident °' % \ ..tard^^io, associated handicaps, 

in the same .ay, ,^.tic ^ould reproduction process 
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so that anomalies in chromosomal division can be detected and prevented. 
Basic research would also be neeaed for ths study of other neurological 
and organic traumas which are known to be present in severely handicapped 
children. . * 

Also, the weight of aceumulated data from prenatal and perinatal 
studies, neurological examinations, and electroencephalography, have pro- 
vided a strong basis for inference that the presence of central nervous 
system impairment is associated with emotional disturbances. More work 
must be done to. obtain the necessary histppathological evidence vrtiich can 
lead to preventative action programs, Concxirrent research is necessary in 
many scientific disciplines and specializations. The medical-disease 
model would be appropriate, and investigations would be carried out vinder 
the relevant hexiristic rubrics. In other words, the concepts, and research 
questions would be categorized and labelled — not the children*. 

The second line of research is directed toward the amelioration of 
the physical and physiological conditions symptomatic of the handicap. 
In this area, a great deal of progress has been made in prosthetic, surgi- 
cal, and biochemical techniques for correcting the associated* physical 
defects. Many of the most dramatic breakthroughs have been in the area of 
mental retardation; for example, cretinism has virtually disappeared with 
the introduction of .thyroid therapy . 

It has been demonstrated that glandular structures which are genetically 
determined are functionally related ,to metabolic and enzymatic processes. 
There is also a strong body of evidence that the presence of certain protein 
elements is critical in the development of cognitive ability. Environmental 
dietary factors may affect the quantity of protein ingested, but the proteins 
cannot be utilized unless they are broken down by' enzymatic action. Where 
genetic accidents have interfered with the proper development^ of the glands 
which provide these enzymes / it is relatively single to supply whatever 
deficiencies exist with appropriate nutritional supplements. 

The importance of nutrition in maintaining proper growth and development 
has been known for a long time. However, it is only recently that the 
really critical impact of diiet on the total biochemical balance of the 
organism has been associated with mental and emotional fvinctioning. Dietary 
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intervention iS' becoming increasingly prevalent in the treatment of rinaple 
syrup urine disease', and in pheftylketonxaria, both of which have beenj 
associated with impaired mental functioning. It is qviite possible that 
the entire range of borderline and^mild mental ret^dation may be related 
to heritable factors involved in organic glandular mechcUiisms having tQ 
do with metabolism and enzyme production, both of which are susceptible 
to dietary and pharmaceutical intervention, A great deal of attention ^^s 
been given to drug therapy, and the use of ritalin has received wide P^7^ 
licity, while research on the effects oi dietary prescriptions to remedi^e 
specific deficiencies in nutritional processes has been badly neglected.' 

Once we have differentiated the two lines of research which^^^leal wi 
prevention and amelioration of the physical manifestations of hariaic^psi;; 
we find it much easier to deal with the educational and rehabilit^ion\ 
problems. For at this point, we are dealing with the performance 'and V 
behavioral patterns of specific children. We. look at the child ajs^ dete 
what his or her needs are, what can be done now, and what still has to ' ' ' 
learned. Our concern with needs would of course extend to medical,,- nu 
tional, and biochemical prescriptions , j«ut these would not.be the toasis;^ 
for assignment to a particvdar institution or treatment facility.. 

Research programs in the area of education and rehabilitation woulxi ^ 
focus on the in5>rovement of a wide variety of .procedures and studies to0^*%y 
determine under what conditions each is most effective. Educational- ^ 
therapeutic models based on' psychodynamic, social learning, and operant 
conditioning theories would need to be investigated within tJ^ ^J^^^^ 
new research designs. Questions of causation would be of secondaSy^bBport^ce 
Of much greater concern would be tHe emphasis on motivational systems, 
development of precision and programmed instruction, and careful analysis 
of tasks into simple components which would maximize opportunities for suc- 
cess . 

6.0 FUTURE DIRECTIONS 

Most of the new directions in dealing with handicapped. children and 
youth have been touched on in the preceding pages. The most radical of 
these is an entirely new design for delivery of servibes.^ _ ^ 
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Dxiring the late 60' a number of specialists .in the field of special 
education became increasingly critical of the existing system. .Dunn, Quay, 
Kirk, Gallagher, Blatt, and other well-lpown researchers, expressed their 
dissatisfaction with the under^ihg assumptions on which the current special 
education programs were based. They were particularly unhappy with the fact 
that most special classes and residential facilities were designed to accom- 
modate categories of handicap, e.g. the deaf-blind, mentally retarded, or 
emotionally disturfied, rather than focussing on the development of needed 
educational ^d. personal skills. 

As a result of these criticisms, several neW directions are emerging. 
The first is the movement to integrate certain types of handicapped children 
into the mainstream of ^schooling. Obviously, this is not possible for the 
most severe levels of handicap. There are, hoWever, exemplary systems in 
which children with various types of severe handicaps cure integrated^ into 
day classes within a regular school building. Although most of the program 
is based on the needs of v the individual children, 4;nstruction is provided in 
groups wherever feasible. 

The non-categorical approach, new data on the onset of handicaps in the 
early years, and the incidence of rubella children after the 1964-65 rubella 
epidemic, provide a basis for a new type of category — •* developmental dis^ 
abilities." There are two facets to this approach: the first is an emphasis 
on early identification of disabilities; the second is the emergence of 
preschool programs for the handicapped, stimulated by the Handicapped Chil- 
dren's Early Education Act- 
Early identification is particularly important to insure that the 
various medical, prosthetic, or biochemical-nutritional interventions are 
introduced before seripus primary damage occurs. Amelioration of the 
primary handicap will also prevent the appearance of secondary cognitive 
'and* emotional distxirbances which often develop as a consequence of sensory 
impairments and associated frustrations. Since the most important period 
for identification of deficits is in early infancy, it becomes the responsi- 
bility of pediatricians or Well-baby clinic personnel to make perceptive 
diagnoses. 
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Some pediatricians tell parents not to worry, that the child will 
*^row out of it." Where the handicap is particularly severe/ others tell 
the parents tJiat there is no hope; that the child is a "vegetable" and 
that the sooner" it is institutionalized and forgotten, the better. In 
either case, important and critical time' is being waste^i during which the 
child should be receiving aroeliorj^tive intervention. 

An importeuit first step which will become more and more prevalent in 
the future will be eit^hasis on early identification of developmental dis- 
abilities. This will be extended into the preschool programs. Preschool 
and primary grade teachers will be given training in identifying the classi- 
cal vcharacteris tics of varibus' types of impairments (Gotts, 1971; Hammer, 
1971; Steele, 1971; Proceedings on Early Education of Handicapped Children, 
1972; Papers on the Early Identification of Exceptional Children, 1971) . '^^^ 

Technological innovations in cybernetics and man-machine commxani cation 
systems may offer new ways of reaching the handicapped with sensory impair- 
ments. Electronic techniques have also been used to establish commxanica- 
tion with mute and non-responsive emotionally distvirbed children who do 
not have actual impairment of sensory modalities. This demonstrates one 
successful application of the non-categorical approach, which in this 
case addresses itself to problems of commmi cation regardless of the physical 
or psychological etiology. * 

In the futxire there may be a reversal of the tendency to favor home 
care ove;r institutional placement. However, the institutional settings will 
xandergo major changes. Personnel such as the "educateur" or the parapro- 
fessional will become more prevalent, and there will be smaller, cottage-type 
xanits within the larger institution. Commxanity living arrangements, par- 
ticularly for the retarded, are proving their viability. The establishment 
'of closer ties between the general commxanity and the residential population 
promises a healthier relationship for both groups. Supervised trips into 
town, visits to mxisexams, movies, parks, and ball games, decrease the isola- 
tion of the handicapped, and provide increased educational opportxinities for 
both the handicapped and other citizen^. 

v^%ie proliferation of discrete categories of the handicapped has not been 
conducive to the development of comprehensive service programs. Category 
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labels have had serious deletefj^us effects, and many investigators have 
foimd that special class placement has contributed to feelings of inferiority 
and alienation. The futxare programs for the handicapped will need to dis- 
card disability labels and focus on the kind of educational intervention 
ne^ded^^This might be social training, affective or personality development, 
or the acquisition of specific s^lf-care or academic skills. Training can 
be given in the regular school context, but it will require master teachers . 
capable of implementing precisely defined programs. 

Generally, the trend has been away from the medical-disease model. 
The most important inqplication of this movement is that deviant behavior is 
now being viewed as susceptjiJle to the accepted psychological principles of 
learning. Several different habilitative programs are being used with some 
success, but there is very little reli^le evidence- as to which program is 
roost effective with which type of behavioral problem. 

Instead of erophasizing an either-or approach, the future should see. 
the development of a more unified eclecticism, with a strong pragmatic 
base. Finally, the extensipn and elaboration of behavior ^modification seems, 
to offer the most promise for the rehabilitation of severely handicapped 
children and youth. 




PART II: RESEARCH REVIEW 
1.0 SEVERE MENTAL BETARDATION 

1,1 Problems of Definition and Classification ^ 
. Of 'all the areas of handicap' with which this review is concerned, that 
of mental retardation has had the longest history; of research and investiga- 
tion- In spite of this, there is still a great deal of controversy with 
reference to the basic issues of- definition and classification. One source 
of this conflict is that of multiple orientations. Since mental retarda- 
tion may be associated with many kinds of e,vents or coriditions individuals- 
eJifnibiting similar behaviors have traditionally been categorized according 
to'^their different underlying etiologie^. To sooi^" extent this has resulted 
in in?>ortant breakthroughs. For exiinple, cretinism has been fading out of 
the lexicon of mental retardation since its relationship to thyroid deficiency 
was definitively demonstrated in 1895. -Similarly, there has beei^ an increase 
in the understanding of mongolism, or Down's syndroine. It has been established 
that this form of retardation i^teltek'. to certain chromosomal anomalies; 
however, why these anomalies occior- or how they can be ^^v^ded is still un- 
known. (See Gelhart, 1966 and the two reviews of Mon^oJ^m referenced in 
the bibliography.) ■« • \ . 

• While it is understandable that pathologists and medical practitioners 
should focus on etiological research, since their primary concerns are with 
diagndfeis, medical treatment to>ome extent, prevention, this approach 

has. ultimately dive;:ted attentiln from the need to develop effective tech- 
niques for the training, education, and socialization of those who are 
currently handicapped by this , functional disability. During the past few 
years there has' been a rapidly growing movement, at least on the part of 
educators, -to adopt wha^ has been called a "non-categorica^j||K>proach, that 
is, to design programi'<Jhidi focus on performance deficits ^^rdless of 
their origins. This would' apply not only to mental retardation but also to 
all types of handicapping conditions.- • 

Adopting suclf^t pragmatic approach does not, however, solve other 
basic definitionfl problems ,' partj,cularly that of determining level or 
degree of retardation. lino (1971) points out,' there are in^Jortant 



educational consequences dependent upon whether a child is identified as 
having a "learning deficiency" or as being mentally retarded. Jaslow et al. 
(1966)i foxind that the mcuiner in which retarded children are" described 
determines their placement dn waiting lists for institutional admission- 
It xs recommended that priority be given to those with the most severe 
difficulties, such as physical handicaps in combination with neuromuscular 
deterioration, weight under 35 poxinds or requiring feeding , asocial 

behavior after the age of eight, profound retardation after age five, of 
^severe .retardation after age ♦four. According to these criteria, 105 of 
the 300 chij;dren under 11 years of age. in the Plymouth State Home and ^ ^ 

Training School should not have been admitted. In other words, these 
children did not meet the recommended criteria of severity and might have 
been better off in community or home-based programs, if such facilities had 
been available. ■ 

Pinder (1969) also relates the problems of classification to admission 
criteria. A survey -of 150 state institutions, serving approximately "200, 000 
residents, revealed that neither the type of impairment nor the level of 
severity were critical factors in deciding whether a particular applicant 
would be admitted. Instead, priority was given to those whose presence in 
the home caused problems wit]| which the family was unable to cope, or ag- 
gravated other intra-familial problems. Also, communities often put pressure . 
on institutions to accept applicants who are likely to become delinquents 
or develop other asocial behaviors. 

In the literature surveyed for this report, one of the earliest efforts 
to establish systematic terminology for use in appraising the mentally 
retarded was that of a. team ^f specialists at Teachers College, Columbia 
University (Lorge et al. , 1958) . * ^ 

This multidimensional system was later used by Heber (1959) in developing 
the definitions of the American Association on Mental Deficiency (AAMD) , 
and then expanded at Columbia by many of the same specialists who had been 
on the original t^am (Davitz et al., 1964). Seven content areas or bases 
for classification were considered: etiology; intellectual and educational 
functions; maturation and social competence; variox:^ psychological, physical 
and environmental factors; and prognosis. In spite of the variety of de- 
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^criP^ive characteristics considered, the final decision was, to adopt a 
classification system based solely on one dimension: intellectual function- 
ing* The following categories and IQ ranges wer* recommended: custodial, 
jQ tjelow 35. trainable/ IQ 35-49; educable, IQ 50-74; slow learners, IQ, 75-84. 

lev^l ^^^^Q^ 20-25 was considered "irremediable." It should be noted 
^•at ^ese criteria are by no means firm, universally accepted cutoff points, 
pven in the same communities, variations in terminology are used by different 
pxofessioj^^^ groups. Robinson and Robinson (1970), who have an excellent 
review -Of j^^gearch in mental retardation, remark that there are 23 systems ' 
of ^.^^^^ifi cation in the English language- 

^^^n though the validity of measured intelligence with the severely 
Profoundly retarded has been questioned, these guidelines have formed 
the basis for many subsequent classification systems. The persistence of 

IQ ctiterion is probably due to the respect commanded by the work of 
pinet, the appeal of a neat numerical index, and the inability of psychoroe- 
tricfans to develop an acceptable scale of "adaptive" behavior. 

definitions established by the .American Association on Mental* 
peficiency^ the Diagnostic and Statistical Manual of Mental Disorders (D§M-11) , 
grid the eighth revision of the International Classification of Diseases Adapted 
for Use iyj united States (ICDA) are quite similar (Wilson and Spitzer, 
1969). jvs a matter of fact, the latter two ^ are almost identical, bbth having 
jjeen baa^^j eighth revision of the international Classification ot , 

piseases (icD-8) developed by the World Health organization.- The major dif- 
ference between them is that ICDA permits multiple diagnoses whereas under 

the presence of deficits in intellectual functioning automatically 
calls ^ single and separate diagnosis of mental retardation. This would 
t,e true ^ven in cases where the impairment is due to limited sensory input 
channels^ deaf -blind children, severe emotional disturbance, autism,, 

or physical impairment of the central -nervous • system. In essence, DSM-11 
adopts the behavioral approach to diagnosis. . \ 

""^e AAMD classification system differs from the twi) based on ICD-8 in 
the way ^j^.^^ severity of retardation is recorded, in how the diseases 
or conditions associated with retardation are described, and in the use of 
pjultiple diagnoses. All three systems use the Stanford Binet Test of Intel- 
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ligence to obtain the IQ score on which classification is based. However, 
more recently a set of parallel, numerical values for use with the Wechsler 
scales has been developed. 

Increasing dissatisfaction with the use' of intelligence tests is ex- 
pressed even by psychometrists , many of whom are now unwilling to accept 
IQ data as anything other than a very crude estimate of a vague construct. 
Furtherrooare^ the intelligence quotient is a ratio which is distributed in 
the population in the form 6f a continuous scale', so that establishing 
cut-off points for various levels of n InSiality or anojftnality becomes quite 
, arbitrary. As an example, depending on the particular criteria adopted, 
an IQ of 35 would be considered severe mental retardation, wherecis an IQ 
of 36 would be moderate. Similarly, an IQ of 85^xi:s~"^ronsidered normal, while 
one of 84 is borderline retardation. Estimates /of incidence of retarda- 
tion can thus be dramatically altered by a whimsical resetting of the 
criterial number. ' / 

/Balthazar and English (1969) attempt tcy develop a system for classifying 
adaptive and social behaviors of severely mentally retarded patients, but 
' they tie their scales to the AAMD classification system. In his review of 
the 'AAMD position on terminology and classification, Clausen (1972) argues 
against the inclusion of the concept t>f adaptive behavior in the definition 
of mental retardation, since he feels that this dimension cannot be objectively 
measured, fie also argues against diagnoses based on etiological or patholog- 
ical considerations since 50% of mentally retarded persons display no obvious 
pathology. 

Clausen's presentation is the -feature article in the June 1972 issue^~- 
of the Journal of Speci*^l Education; the remaining articles of that issue 
are devoted to reactioris to the points made by Clausen-. In general, most 
of the respondeiTfcs are^ in agreerr^nt. with his criticism of the use of adap"^ 
tive behavior in the definition of mental deficit. However, MacMillan and 
Jone$^- (197^^ point out the dangers of an entirely fidychometric definition of 
ment^il retardation. Their position is particularly prevalent among the 
' "revisionist" psychologists who distrust both thfe^item content and the 
process by which the tests have been standardized. \ They feel that these 
scales are too highly loaded with learned skills axld information and are more 
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lijcely to be part of the stimulxis background of the Anglo, middle-class 
child and thus penalize children from ethnic minorities. This would help 
e35>lain the fact that there is a disproportionate nvmtoer of minority chil- 
dren classified as mentally retarde.d. 

The supplement to the May 1972 issue of the American Journal of Psy- 
chiatry Wcis also given over to the sxabject of classification inrynental 
retardation. It is based on a 1969*%eminar series co-sponsored by the 
World Health Organization and the national Institute of Child Health and 
Hxaman Development. Ewalt (1972) expresses concern with the fact that the 
Brijtish and U.S. concepts of mental retardation differ so drastically that 
a uniform international classification system becomes impossible. The 
British define mental reteirdation as an arrested or incon5>lete development 
of the brain, and thus an absolute and immutafcie condition, while .in the 
United States it is considered a meeisxire of mental functioning at a given 
time, hence subject to change. It is interesting tjiat this definitional 
difference between Britain and the United States corresponds t^Efoll's dis- 
tinction between mental deficiency and mental retardation. 

Without exception, all the contributors express dissatisfaction with 
a con^etely psychometric standard, that is,' one based solely on an intel- 
ligence test score. Tizard (1972) suggests that the ICD classification be 
revised to provide a multiaxiad system which would permit the integration 
of categories tised in child psydiiatry, developmental nexirology, and mental 
retardation. He also recommends e||Jjnination of the "unspecified mental 
retardation" category used with non-testable patients, expemsion of th# 
medical 4xis, consistent identification of ' patients with both seVere emo- 
tional disorders and symptoms of mental retardation, development of a useful 
indicator of sociocialtural retardation, and the inclusion of additional 
physical handicap categories in the mental retardation classification scheme. 

Although Tarjan et al. (1972) also recognize the limitations of intel- 
ligence tests and argue for a multifaceted approach which would include other' 
considerations, svtdti as social con^etence, they concede that "given care 
and attention J:oj detail, an'lQ test remciins the best way of making comparative 
judgments of intellectual ability within a given culture." 

> 
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1.2 , PrevaJ-ence Studies 

Almost equal in istportcmce to the development o£ meaningful bases for 
categorizing the vario.us levels and dimensions of retardation is the 
determination of the psucameters of need in the field of severely and pro- 
foundly retarded children 6Uid ys^uth. Meuiy of the surveys addressed to the 
collection of statistics on the prevalence and inpidence of mental retarda- 
tion are also concerned with the adequacy^ of existing facilities for serving 
the estimated population; others are concerned primarily with providing a 
bcisis for planning futiire programs and resources. For exaxaple, one of the 
eaurliest surveys of the national incidence of mental retardation covered in 
this literature review, carried out by the Public Health Service Committee 
(Craning, 1964) on the mentally retarded, included principles for pl2mning 
and an outline of planning procedures. 

Heber (1970) provides figures on the incidence of need by age*, across 
geographical regions within the United States. The statistics include . 
breakdowns by racial and ethnic groupings, 'economic class distributions, 
family variations, emd population distributions in institutions. In a 
national survey csurried out for the Rehabilitation Services Administration, 
Jaslow (1970) presents trend data, patient movement ratios, and personnel 
and financial information for p\ablic institutions serving mentally handi- 
capped persons during 1963-1969. Figxures are listed f<j^ each category 
'by individual states. 

During the middle sixties, when each state was required to develop a 

plan to deal with mental retardation, prevalence and incidence rates played 

an important role in establishing the need for new services- Florida was 

one of the first states to take a systematic look at its mentally retarded 

population. The Florida Plan for Comprehensive Action to Combat Mental 

Retardation (1965) is based on the American Association o% Mental Deficiency 

(AAMD) ^definition of mental retardatiop: "subaverage intellectual fxinction- 

ing which originates during the developmental period and is associated with 

Impairment in adaptive behaviors." The Florida Plan also uses the AAMD's 

ciassif ication scheme in determining the following estimates of prevalence: 

educable, 2.5%; trainable, 0.4%; cusiiodial, 0.1%. The latter category 

includes'the profoundly retarded (iQ 0-24) and the severely retarded (IQ 25-39). 

* 
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Similarly, the West Virginia Commission on Mentil Reteurdation , in A Plan 
Called Promise (1966), also \ises the AAMD definitions and sets the general 
incidena^ of mental retardation at 3%. The New Je^ey Comprehensive Plan 
to Confcat Mental Retardation (1966) , which reviews a number of prevalence 
" studies conducted from 1929 through 1963, cites a wide range of incidence, 
from 0.68% to 8.83%. The prevalence findings for severe retardation agree 
with those of the AAMD estimates, being only 0*1% of the population, 

Payne (1971) reports a prevalence survey of severely mentally retarded 
children in Wyandotte County, Kansas, which .used an IQ of 50^ as the cut-off 
point. Incidence rates were 1.39 per 1,000 among children five years of 
age and iander; 5.94 per 1,000 among children and youth between the ages of 
five and nineteen;.- and 1.13 per 1,000 among the population twenty years of 
age and older. These figures are higher than rates found in other similaj; 
studies, which are summarized in the Article. Blatt and Garfunkel (1971) 
have done a survey of need for various handicapped children in the Common- 
weaath of Massachusetts, and Sarason et al. (1971) report the work of the 
Central Connecticut Regional Center in estimating need prior to its crea- 
tion of a community setting for retarded persons in that state. 

A prevalence study currently under way in Pennsylvania is called 
COMPILE , the Commonwealth Plan for Identificaton, Location, and Evaluation 
of Mentally Retarded Children , 1972. This project is designed to identify, 
locate, and evaluate all school age children who either are, or are thought 
to be, mentally retarded. In acconqplishing its objective of developing a 
comprehensive listing of such children, several survey strategies are being 
used. These include house-to-house canvassing to identify and locate 
retarded children, and intensive two-month statewide public education cam- 
paign to provide maximiam support to the effort, and a 24-hour toll-free 
telephone service for reporting children not in school. 

Mayeda (1971) while primarily- concerned with the delivery of services 
also provides information on the nimiber of mentally retarded children and 
adults in California, Colorado, North Carolina, Ohio, and Washington. His 
statistics include the nimiber of residents in state institutions and the. 
number of those residents per 100,000 population; the -.number of 24-hour 
care community placements and the number of such placements per 100,000 
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population; additionally, the report fxirnishes the number of enrollees in 
special education classes, a census 'of sheltered workshops, and costs asso- 
ciated with each. 

Robinson cind Robinson (1970) tajce the position that it is almost im-^ 
possible to obtain a definitive cinswer to the question of statistical 
prevalence of mental retardation. In the first place, the definition of 
what constitutes retardation varies across countries cind circiimstcinces of 
li'fe. Thus, in the United States alone, estimates have ranged from .05% to 
13% since the first census in 1894.. Levels of mental ability which are 
adequate in an agraricin society become inadequate under pressures of an 
industrialized society with greater demamds on literacy and abstract func- 
tioning. 

1.3 Research cind Demonstration 

1.3.1 Behavior Modification with the SevyAjyi^^Retarded . Much of^ 
the literatxare on severely retarded children and youth i» concerned with the 
application of opercunt conditioning or behavior modification technique^. 
Although a number of studies focus on other topics and concerns such as 
Down's Syndrome, coit^iarative effectiveness of home vs. institutional environ- 
ments, development of assessment proced\ires for measuring the capabilities 
of this population, and the evaluation of other treatiiient methods, operant 
conditioning has provided the greatest single impetus for research and ex- 
perimentation. WhWeeis 10 years ago severely and profoiandly retarded children 
would not have been of interest to researchers, today there are numerous 
studies with this special population. 

The present review covers mainly the most recent work in this area. 
For those who wish a longer perspective, an annotated bibliography on 
behavior modification with children and adults, developed byv L' Abate and 
Whitaker (1967) , lists cind summarizes 130 journal articles cind books pub- 
lished in the 1960 's. Similarly, Graziano (1971) has compiled a series of 
39 papers, many of which concern behavior therapy with severely mentally 
retarded children. In all those studies in which behavior modification has 
been properly used and controlled, there is lonequi vocal evidence that even 
the most profoiondly retarded can profit from instruction and training. 
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Because Of th* >n°»^^^ c^. te^^nnique, and because 

so mucji adverse py^J^^^V ^ ' ^^'^^^at^^ the writings of B-F. Skinner, 

who formulated the tJ^^^^^J ^ 'ii' or ' ^oef^nt conditioning i'^ 

based, a^reseatcher ^ ^^^f^H ucati"^ "^^"^ ^ objective 

orientation to behaV>°^ Xs^^^ic^^^"" s '^^^^ °^ 

countless expositioP^ V^^^a^^^' ^""^^^^Iries oi three articles by 
Nawas and Braun (19 ^c^^^^^ tot ^^"^ 

retarded children. '^^ ^K^^'^^af^'^'^^^ ^'^^^lits^the £iJ"^^"tal steps whidv 
must be taken in th^ ^"it;,^®^ ^ .^s of an ^^^"^ ^ ^rog''^' while the second 
article discusses fJJ^ ^ ""^ncsv, o<eater detail. Among the 

topics elaborated aJ^^' ^^^" '^'=61^^ ^ avoi^^^® and escape pro- 

cedures, imitation ^''^^'V^ fa'Ji"^ or ^ " ' , ..einoval of reinforcers, 

punishment, an<a tin^^°"^' ^^^^ ^^^"c^^^ ^ j:ei"f°'cfeinent theory are 

presented, with thei^ ^^5^;, ^i^^ ''^^^^^td^lail'^^^" wherever possible. 
An injportant po±nt ^^^^ ""^^^^t '"''^iti^^^ ^ on-going process 

within the context o^^^^\^^^ ^f^^^'^^ies ""^^^t applicable during 

special periods. ^C^-cieJ'^ ^^^su^^ conditioning process, 

desired behaviors b.^°"% ..J^^st^^"'"'^^ ^^""requif^ ^^"'^ 
for cement. 

The effectiven^^^ ^ ^^^o^ "^"^^^^^^f on pro^^""^^ "^^^ 

strikingly demonstr^'^'*^ t^^^"^''^ °f heiP skills such as toileting. 

* * *->)e ^ Self"** . 

dressing, and self- ^^^'^'V^ <^ese, p^^^^ ^jecaU^e incontinence creates 

so many maintenance ^d. ^° ^^'^Ki^uzing ^° institutional staff, 

the inculcation of 0$^'''='^^ ^ ^o^^^^^^^^ H^^J l,as received by far the 
largest measure of c^^'^'^^^^y. t:^,^"ypeS °^ ^^^^ies have been 

carried out in thic: ^""^^^ ^^^'^^^^Onaj ^° ^ conditioning experiment 

establishes a baSg J.>"^"^^* ^iO? ^efo^^ ^ , . nf o'^''^'"^"^ procedures 

^ t>6^^ ^he r^-*- 

are introduced, and g ^^'^^^^Ss • acq'^^^''"^ desired or 

eliminating inapprof ^^^^^ avi°^^' "^^^^^^s ^re 00^^^"^^°"^! research 
designs contrast th^ "^^^^^^ene^^ '^^^^Lll^reat'ne"^^ or one treatment 

condition with a coP^^°'^ <i ^ ' 

^^cii^P- 

The toileting .^^^-K ^ o^^^^"'^ ^ ^ates ^"^"^^ 
into the second c^t^^""^^ is ^^''^^ ''°"*5'^r d the attractiveness of several 
types of reinforcer^ '^,'^0^''^''''°'' °^ Ippropri^^^.-''^^'^^'"^ behaviors 
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with 11 profoundly, severely, and moderately retarded males. Miisic, candy, 
cold drinks , and television were offered as tangible reinf orcers to the 
experimented group while a control group rece^'ived only ^rbal rewards. 
Among the tangible reweurds, candy and music were selected as reinf orcers 
82.8% of the time^ However, all those who received a tangible reweurd 
demonstrated a significsmtly greater number of successful toiletings than ^ 
those who received only verbal approval. No differences were related to 
level of reteurdation. Roos and Oliver (1969) also demonstrated that severely 
retarded children made significantly greater improvement, not only in 
toileting but also in other self-help are2is# under operamt conditioning 
training than with more traditional procedures. 

Many of the toilet-training experiments are of the opereuit conditioning 

variety. Thus, Baumeister and Klosowski (1965) , Levine and Elliott (1970) ^ 

i) • ■ ' - 

Azrin and Foxx (1971) , and Azrin (1971) have all demonstrated the effective- 

ness of reinforcement procedures in eliminating incontinence in a relatively 
short training period. The latter Azrin study is peurticularly interesting in 
the use of two devices, a portable pants -alariti and a toilet chair, in facili- 
tating immediacy in the contingency management process^. 

Minge and Ball (1967) successfully established toileting skills with 
six profoundly retarded girls (IQ 10-24) , and then proceeded to teach the 
girls to bathe, groom, and dress themselves. This was accon^lished in two 
individual 15 -minute training periods per day over a two-month period. 

In a program developed by Berkowitz et al. (1971) , self-feeding skills 
were taught to 14 profoundly retarded boys who had never spoon-fed themr 
selves. The time taken ranged from two to sixty days, but eventually all 
the boys leiaxned these skills. Balthazar et al. (1970) also applied operant 
techniques to in^rove eating skills of institutionalized profoundly and - 
severely mentally retarded children, with pn^-y secondary emphasis on dressing 
and tfeileting. 

Behavior modification techniques have also been used in developing more 
complex behaviors. A number of researchers have used these methods in the 
training of perceptual motor skills (Hollis, 1967), positive social inter- 
action (Paloutzian, 1971), and . attending behavior. Severely retarded chil- 
dren were taught to attend to classroom stimuli, regardless of intrinsic 




interest, and to increase their levels of social behaviors in a ward 

setting (Brown and Foshefe, 1971). Gray and Kasteler (1969) demonstrated 

(J) 

that ' institutionalized retarded ciiildren can inyprove their social competence 
when older men and women, sucii as in the Foster Grandparents Program, provide 
appropriate models ^and 'reinforcers . Us ing^positive Reinforcement, physical 
guidance, and the gradual removctl of tangible reinforcers. Whitman et al. 
(1971) determined that severely retarded subjects showed pronounced increases 
in both trained and untred.ned instruction- following behaviors. Crosson and 
DeJung (1967) used Skinnerian principles of shaping, operant discrimination, 
and* chaining of responses to train residential retarded persons on selected 
vocational tasks. Results of the study indicate that extrinsic reinforce- 
ment maintains higher and more stable rates of vocational behavior than 
does social reinforcement. Music is a reinforcer which has proven con- 
sistently effective. In two e3q)eriments conducted by Jorgenson (1971) the 
contingent presentation of music was found to reduce the duration of both 
hand movement and rocking behavior in a 10-year-old profoundly retarded 
girl. ' ' 

Many other examples of the successful \ase of behavior modification -with 
severely and profoundly retarded children and youth can be found in the 
literature (e.g., Minge and Ball, 1967; Provencal and MacCormak, 1971; 
Scheerenberger, 1969; and Vails, 1970). Some questions have been raised as 
to the long-range retention of behaviors learned in this fashion.- Leath 
and Flournoy (1970) carried out a follow-up study of an intensive habit- 
training program. They found that three years after a relatively brief 
;^haping program, the learned behavidrs weire maintained without any inter- 
vening retraining. No changes were found in the complex social and com- 
munications skills taught, whereas a significant gain in eating ^skills was 
dem9nst rated. ' 

In order to maximize the success of a behavior modification program, 
a number of investigators have combined reinforcement procedures with other 
types of facilitating manipulations. For example, Roos (1965) and KiTnbrell 
et al. (1967) combined behavior modification techniques with environmental 
manipulation to increase the effectiveness of their training programs. 
Special clothing, equipment, and utensils made it possible for profoundly 
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retarded patients to maintain continence and independence in their basic 
life funcjtions. 

Baker and Ward (1971) describe a program in which reinforcement pro- 
cedures were applied in a total milieu approach. Six profoundly retarded 
persons received training in self-help skills,* as well as intensive therapy, . 
while living in a small, home-like unit. Ihe criterion roeasxires, used 
evaluate the progress of the sxjbjects and a matched , control group of ward 
residents included the Peabody Picture Vocabulary Test, the Denver Develop-^ 
mental Screening Inventory, behavioral observations, and staff records. 
The treatment was assessed as generally effective, although less success 
was obtained with emotionally disturbed persons. 

Gorton and Hollis (1965) also confcined oper^t training procedxires 
with modification of the environment. A cottage unit at a state institu- 
tion was redesigned according to a cubicle system which facilitated the 
social interaction of the residents. In addition to the aorchitectxiral 
modifications, a 12-session program \^a^ conducted to train aides in the 
application of reinforcement principles. 

Another technique for maximizing the effectiveness of behavior Hjodifi- 
cation trcdning is to train parents and thQse institutional staff who come 
into daily contact with the children to continue thq reinforcement pro- 
cedxires outside the classroom Thus, Blumberg (1971) describes a program 
which trained parents of 25 profoundly * and severely mentally retarded chil- 
dren to use operant conditioning techniques in teaching their children self- 
help skills at home. This involved a three-day workshop and the filming 
of parent training sessions for evaluation and feedback. Instructions taped 
t>y professionals were used by Scpggins et al. (1971) to increase the scope 
of effective teaching in programs for severely and profoundly mentally 
retarded children. The tapes presented the behavior mpdification approach 
to the teaching of self-help skills, language, and good work and play habits 
necessary- to prepare residents for sheltered workshop participation. 
Connor et al, (1972) prepared pre-recorded audio tapes to train non-profes- 
sional group leaders in the use of behavior modification techniques in 
varioiis instructional programs. Similar tecl^iiques were used by Bennet (1966) 
in the training of staff. To raise the language skill levels of 100 mentally 
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retarded institutionalized children, any attempts on the part of ward 
personnel to stimulate these skills was rewarded. The results showed sig- 
nificant gains in the language skills of the residents, as measured by the 
Parsons Language Sample and the Verbal Language Development Scale, 

An intensive training program in which behavior modification tech- 
niques were used with both patients and their parents was developed by 
Fingadb et al, (1970). During a 30 -day period of institutionalization, a 
team of nursing and psychology personnel developed individualized behavior 
modification programs for each child and also taught the parents to carry 
out these programs when the children were returned to their homes. Follow- 
up to maintain the procedures was provided. 

The results of these studies have broad implications. Far more im- 
portant than the immediate enhancement *of the behavior modification training 
is the encouraging evidence that parents and non-professional provider staff 
can successfully implement operant conditioning programs after a relatively 
brief training period, 'with the increasing tendency to. f ayor home-care 
placements for severely retarded children, it is comforting -to kixow^-that 
there is this excellent reservoir of potential teachers. .-'^ 

1.3.2 Aversive Stimuli in Behavior Modification . For a long time 
one of the cardinal principles of operant conditioning has been that only 
positive reinforcers produce lasting changes in behavior. Shaping procedures 
are based on the premise that elements of the desired behavior will be spon- 
taneously emitted, at low rates of frequency, and that the immediate presenta- 
tion of a positive reinfiorcer will increase the frequency of that behavior. 
The presentation of a punishing or aversive stimulus, or the withholding of 
a positive, desired reward, was considered negative in that it did not teach 
what to do but rather what to avoid. Even then the effectiveness of the 
training was thought to be transitory, with many deleterious emotional 
side effects. ^ 

Unfortunately, the major problem in the rehabilitative training of 
severely mentally retarded and emotionally disturbed individuals is tl>e 
elimination or extinction of undesirable or aberrant behaviors. (For a 
definitive treatment of the rationale and research in the use of aversive 
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stimulation with-severely retarded and distxarbed children, see Gardner, 
1970.) Although it is sometimes possible to manipulate the environment- 
so as to eliminate the conditions which reinforce these behaviors, mos^t 
frequently the stimuli which initiate the deviant behaviors are internal 
and cannot be anticipated, if undesirable behaviors are being- emitted at, 
a high rate of frequency, the opportxinities for reinforcing the desired 
behaviors are accordingly minimized. Furthermore, the occiirrence of 
inappropriate responses (e.g., self-mutilation, head banging, biting, tem- 
per outbursts, etc.) constitute a hazard to the well-being of the person 
emitting the behaviors as well as to those about him. Thus the first task 
of the behavior memagement program is to eliminate or extinguish the un- 
desirable behaviors. 

In the first applications o.f i^ehavior modification theory to this 
population, the tecWique of extinction was used to eliminate aberrant 
behaviors. The withholding of positive reinforcers was paired with the 
presentation of the opportunity to obtain reward *f or a desired response 
(e.g., Gircurdeau and Spradlin, 1970). lliis approach, if it is effective 
at all, takes a^ long tim^ aind meanwhile serious injiiry and ciis^nKON^ 
occxir. Thus a number of researchejrs have turned to the use of a^^^^^e^ 
stimuli, and have found little , evidence of persisting negative jemotional 
affect. On the contrary. White and Taylor ^ (1967) , in the ^tudy reported 



below, note that the experimental procedures themselves offer a means for 
foste«rng interpersonal relationships since both sub jects-^owed greater 
awareness of and appeared to interact "more with the escperimenters than 
with regular staff. 

Kirchner (1971) reports two experiments in which children given electric 
^shock treatment tended to produce better performance as measxired by a de- 
crease in inattentive behavior and a higher ratio of correct to incorrect 
responses. Corte et al. (1971) found contingent electric shock stimuli 
more effective in extinguishing behaviors such as head banging and face 
scratching in four institutionalized profoundly retarded adolescents than 
mild food deprivation. In the White and Taylor (1967) study two severely 
retarded adolescents were administered electric shock in order to eliminate 
vomiting after meals. The aversive stimulus was presented as soon as pre- 
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'rvaqinating gestures were initiated. On occasion other variables acted .. 

as distractors to forestall vomiting, and it was hypothesized that these 
, ''l-tff-iong patterns were highly influenced by ward routines and the quality 

'of /interpersonal interactions. Although the data reported in this study 
I are inadequate for a definitive statement , there is some evidence that the ■ 
^'-presentation of electric.-|iS^^^iificantly reduced the frequency of - ^ 



ruminating behavior. It'^^^d be. pointed out that in a number of studies 
> which investigate the effect of differing intensities of shock, many cases 
. of adaption to shock occur and mild shock may even become reihfprcing. 

Also, whei;e the remission of the inappropriate behavior is not used as an 
. opportunity for replacement with reinforced desired behaviors, recurrence 
of the extinguished behavior is not infrequent. 

1.3.3 Other Training and Rehabilitation Approaches . In addition to 
behavior modification, music ther|apy, sensory awareness training, environ- 
mental manipulation, and a variety of stimulative techniniques have been 
used in establishing sensory-motor behaviors, posture and locomotion, articu- ^ 
lation, and expressive and receptive language behaviors. Severely retarded, 
self-mutilative boys were exposed to periods of both sedative and stimu- 
lative music which was piped into their institutional environment. The 
result was a decrement in activity levels and self-mutilative behavi6rs 
(Reardon and Bell, 1970). This study also cohfirmed the hypothesis that 
stereotypic behaviors provide , needed stimulation to children who are stimulus 
deprived. One practical application of these findings would be to bring 
stimulating music into wards which h,ave a large' number of hyperactive 
retarded children, so as to modulate their activity level. 

Another form of sensory stimulation was used by Webb (1969) , working ; 
with profoundly retarded encephalopaUiic children. Movement activities, 
manipulation of the physical environment and posture and locomotion 
training were provided for a period of five to ten months. While all 
children showed improvement in sensory-motor behavior, the most noticeable 
gains were made by the younger children who were relatively free of physical 
deformities and disruptive behavior patterns. 

The stimulus environment of the institution, in terms of its effects 
on speech development, was examined by Haviland (1972). Appropriate visual. 



auditory y tactile, and kinesthetic stimuli were suggested along with recom- 
mendations for the removal of inappropriate stimuli, such as noise levels 
of high intensity which are disruptive amd interfere with speech communica- 
tion. ^ ' ^ 

A number of educational alternators have been explored. The instruc- 
tion Guide for the Profoundly Mentally rajiarded (1968) is one of a number of 
such manuals prepared for teachers .£Uid institutions working with this populei 
tion (e.g. Bramley, 1970; Gardner and Nisonger, 1962; Happ, 1967; Lbbenstein 
et al., 1964; Stevens, 1971). Curricula have alsp been developed for train- 
ing severely mentally retarded persons in Icmguage skills. Chalfamt et al. 
(1970) field tested the Systematic. Language Instruction (SLI) curriciaium, 
which utilized behavior modification, task analysis, £Uid errorless learning. 
They found that students using SLI made significsmt gains in^lamguage, self- 
care, and motor perfonftfiuice over children exposed to different curricula. 
Hallet et al. (1971) describe a program to teach functional Inaguage to 
. severely and profoundly mentally reteurded children. Innovative programs 
providing vocational training have also been developed (e.g., Reece/ 1972; 
Revall, 1972) . • , 

Other techniques described in the literature include a ^mobile unit for 
delivering educational services to Down's SyndromSe inf2Uits (Rynders and 
Horrobin, 1972), a technique for building ef fective behaviors ^ in profoundly 
retar<^d children through close body contact and physical stimulation during 
intensive play (Bradtke, 1972), psychiatric ^proach^s (Menolascino, 1970), 
group therapy to train severely yiaentally retarded adolescents to work 
together (Chigier, 1971; Forman, 1970) , the use of group dynamics in a 
preschool child-care center (Broms, 1971), audio tapes which offer intensive 
•programming for groups of severely and profoundly mentally retarded children 
tconnor et al. , 1972), and' music therapy to develop speech skills of insti- 
tutionalized severely mentally retcirded adults (Walker, 1972). 

1.3.4 Research on Severely Retarded Children with Down's Syndrome . - 
Becaxise there are so m2Uiy papers dealing specifically with Mongolism or 
Down's Syndrome, a discussion of research with this segment of the severely 
retarded population is provided in a separate seqtion. However # it should 
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en4>*»*si2g^ "^3 piarely a heiiristic convenience and that in \y 

j^gtuality treatSnents and findings in these studies 'do not differ sub- 
g^antively f^Qj^ those of studies with other retarded persons functioning 

the san^ ^^^^^ mental competence. Johnson and Olley (1971) reviejjtfed 
li^^'^ture of Down's Syndrome to determine the utility of the AAMD's 
^3^3SS if i Cation / and found numerous studies- comparing ttie experimental task 
peX:i°^^^^ of this group with that of jother retarded children. There was 
j^j^ttle evidence that performance on the expeirimental tasks is, related to 
tj,e medical classification; furthermore, there were more similarities ^an 
^^fferenceg ^gtween Down's Syndrome and non-Down's Syndrome retarded chil- 
dren. • 

^ paper prepared by the National Institute of Neurological Diseases and 
g^jroke On the subject of Down's Syndrome ( Mongolism , 1971) includes a brief 
^ggcription of the etiology and diagnosis of this genetically transmiJiteS 
^^fidition. Although a number of research reports are cited, the need for 
a gre^t deal more research in this area is emphasized. . . 

^" * study of '44 home-reared Down's Syndrome children, Cornwell and 
gj^jrch- (1969) found that the Stanford Binet IQ decreased with age whereas the 
yifiela"^ Sq (Social Quotient) did not decline as systematically. 'The data 
s^}pP°^^ hypothesis that Down's Syndrome produces both a developmental 
la^ and Qfj arrest of certain psychological and social capabilities. A 
p^ogra™»atic study carried out by Rhodes et al. (1960) demonstrates that 
igfi^^^^^ stimulation and articulation training produce sharp improvements 

expressive and receptive language and articulation; there are also 
gignificant increases in intellectual ability, and in the ability to read, 

enjoy simple books. V;In addition, the children exhibited decreases in 
^^gtriictive^ random, and stereotypic acts .and asocial behaviors . 



^°^ar gr^P of- Down's Syndrome children were placed in an experi- 
jj^gfitally enridied settiag including a one-to-one adult: child ratio with 
conti""°^ "exposure to stimulating and physically strengthening experiences 

well as a home-Uke atmosphere. These children exhibited progress in 
g^ciat>^lity and adaptability, gross and fine motor skills, language develop- 
ment, ^d Self-help skills (Kugel, 1970). The author concludes thtat insti- 
tuti°"^-^^2ed mentally retarded children can develop well socially and intel- 
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lectually if provided care |md stimulation in a home-like environment. 
Fredericks (1969) comgared the effects of the^ Doman-Delacato method with 
behavior modification procedures in iii5)roving the coordination of 72 chil- 
dren with Down's Syndrome, ages 7-12. At the end of nine weeks there were 
no significant differences between the treatments. 

^ 1.3.5 Mentally Retarded and Multiply Handicapped . Tfte con^jaratively 

few studies on multiply-handicapped retarded children are extremely diverse 
and range from concern with the care of physically hemdicapped retarded 
children to speech and language habilitation iii the severely mentally 
retcurded. 

Melcher (1966) reviewed activities to be used by professionals and 
parents in working with children who are severely retarded and physically 
handicapped. The author feels that state agencies can mak^ importamt 
cont;Eibutions in five areas of concern, including provisioii of: 

, . • workers with a real conviction that multiply- 
^ * handicapped children can learn and achieve; 

m effective community based administriative devices . 
to ensure continuity of planning euid services; 

• educational content in activities; 

> . • guidcmce and counseling for the family; and 

• employment of an itinerant home teacher-counselor 
to work ^th children who are unable to attend 
special school programs. 

Forty-one studies on the incidence of speech and language problems 
in t^e mentally retarded were reviewed by Keane (1972) . These studies 
indicate a higher than normal incidence of speech, language, and hearing 
disorders. Institutionalized retarded children tend to exiTiibit more communi 
cation problems than the non-institutionalized, with a high negative cor- 
relation between IQ score* and frequency of severe communication problems. 
No unique pattern of speech deficiency has been demonstrated in the mentally 
retarded as a whole, although articulation, voice, and stuttering^roblems 
are, in that order, the most prevalent source of speech difficulties in 
retarded persons. ^ I 
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A method of conmuni cation for severely retarded, multiply handicapped, 
non-speaking children is described by Levett (1969) . The system was used 
with a group of 5-to-16-year-old children who, in addition to being men- 
tally subnormal and cerebral palsied, were also deaf, partially sighted, 
and afflicted with perceptual problems and severe motor dysfunction. A 
system of mime was developed after the use of pictui^es, the written word, 
finger spelling, and sign language all proved ineffective. The mim6 System 
involved the teaching of approximately 100 words through ap^^priate gestures 
No data as to the effectiveness of the method was available. 

Bxirland (1971) maintains^^ that severely retarded children can show 
normal verbal regulation of behavior and that non-verbal thought in this 
population can reach a 12-^ear developmental level with verbal abilities at 
the preschool level. Thus <afferential rates of maturation in the verbal 
and non-verbal systems can be expected when dievelopmental discrepancies 
exist between the two. 

^ ' ■ ■ . ' \ ^ 

1.3.6 Home and Institutional Care Programs . The advaritages of home 

care vs. institutional placement have been investigated by a number of 

researchers. Several ^studies have also ^considered the effect of a severely 

retarded child on the other members op^e family. One such study 

(Fotheringham et al., 1971) w^ designed to test whether the presence of 

a retarded child in the home results in a measurable increment in family 

stress. The findings indicate that institutionalized children, because of 

thGirHow social maturity and high incidence of socially disruptive behaviors 

were more stressful to their families than similarly retarded children who 

remained at home. However, families who chose to institutionalize their 

children ^were more apt to be of. a lower socioeconomic status than families 

who kept their children at home, and the functioning of children from 

similar SES backgrounds was apparently at the same level regardless of their 

living situatioi>s. For both SES (grouping^ , family functioning did not 

improve even aft^r the disruptive child had been out of the home for a year. 

In a study by Kershner (1970) it was found that families who '^ept their 

retarded children at home showed decrements on a number of social adjustment 

& 

criteria, while families who institutionalized their children tended to 
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improve over a 12-month period. The effects of a severely retarded child 
upon the family were related to the age/ sex, and dependence of the retarded 
child, as well as to the presence of normal siblings and the social statvis 
and religion of the family (Farber / 1959) . Farber suggests that having in 
the home a retarded boy, especially one .over the age of nine, will probably 
be associated with one or more of the following: discordant parental marital 
relations, personality .problems in the sister who is given responsibility 
for the retcurded boy, and personality disturbances in normal siblings • 

Francis (1971) studied four groups of children, both normal and Down's 
Syndrome, who were eithel* recured at home or in an institution. Comparisons 
of the groups indicate that institution-reared nprmal and Down's Syndrome 
children were behavior ally more retarded than their home-reared counterparts 
of the same chronological age. 

In contrast, Rosen et al. (1966), in a study of the expectancy of 
success in the^ self-evaluations of moderately- handicapped retarded children, 
found that institutionalized subjects consistently set higher estimates of 
performance for themselves and are more confident of ultimate success than 
are matched non- institutionalized subjects. " The study supports the contention 
that residential care i^' more conducive to optimism and self-confidence than 
the regular school and community setting. 

Klaber (1969) conducted a study of six residential institutions in 
order to demonstrate that institutions are different from each other, to 
show that these differences cure directly responsible for differential func- 
tioning among the residents, to identify reasons for differences, and to 
recommend changes in instituljional management which might lead to the maximum 
realization of developmental potential of the residents. 

Two of the six institutions were judged to be ineffective since the 
residents appeared to lar^^^onhappy and dependent; they showed little intel- 
lectvial growth, exhibited many stereotypic behaviors, and manifested exces- 
sive need for social reinforcement. One institaation emerged as clearly 

*^ ... 

effective and one as moderately effective. In five of the six institutions, 

other ward residents were the greatest source of interpersonal contacts; in 
bnly one institution did attendants and other . non-retarded adults interact 

47 

57 , 



frequently with residents. In the typical' institution, between one-third 
and one-half of the time of the severely retarded was spent in idleness. 
Attitudes of attendants and parents of the children in the different insti- 
tutions were remarkably consistent; however, in the two institutions judged 
to be roost effective, parents visited their children more frequently. 

Kurtz and Wolfensberger {1969) reviewed the reasons for separation of 
residents from a midwestern state institution for the mentally retarded 
between 1910 and 1959. They determined that death was the most common cagse, 
wijch the highest proportion of deaths bccxirring dxiring the.„first% three to 
twelve months follcwing admission. It was also fo\and that residents who 
entered the institution d\iring adolescence were far more /likely to be 
released into' the community than persons admitted prior ^to adolescence. 
Early institutionalization therefore seems to decrease the mentally retarded ^ 
person's chance of release from the institution. 

A longitudinal study of institutionalized retarded persons conducted 
by Vogel et al. (1968) examines the effepts of environmental enrich^nt, 
and «i.e' relationship between cognitive functioning and adaptive behavior. 
Exposxire to the enriched environment by the experimental group produced 
significantly greater gains in personal skills but made no difference in 
the acquisition of social. skills . In both the experimental and control 
groups, mental ag6 was related to acquisition of personal skills, but not 
to social cuid emoyiona I behavior. 

Klaber et al. (1969) suggest that the effects of institutionalization 
in a deprived environment may be reversible. Two institutions, whose major 
differentiating characteristic was the degree of social interaction offered 
to the children, were compared. A group of severely retarded children was 
transferred for administrative purposes from the more depriving institution 
to the institution which offered a greater opportunity for social interaction. 
Results indicate that children remaining in the more depriving institution 
approached closer to^ and elected to stay longer with, a socially reinforcing 
adult than did the children who had been transferred. Furthermore, they 
suggest that heightened responsivity to a caretaker may become associated with 
heightened reaction to socially-defined failure experiences and may inter- 
fere with independent problem-solving behavior .and therefore with intellectual 
development. 58 
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The Pygmalian eff f ect" of teacher expectcincles~has"beerr' demonstrated 
"with normal school children (Rosenthal and, Jacobson , 1968). Soule (1972) 
was interested in learning whetWer a similar phenomenon would occur when 
cottage parents were given mislea<^ing information about retarded children. 
However, no difference in performance acttributable to the experimental 
treatment could be observed. While the author concludes that this demon- 
strates "no effects of teacher biasVsit may very well be that the fe\istodial 
relationship is such that the behavior iif , the caretaker is not altered by 
the knowledge that one group would do better than cinother. 

In another study of children in a custodial environment, two groups 
from- presumably similar custodial buildings of a large public institution 
were observed under controlled conditions for several months to determine 
each child's skills and deficiencies (Barrett, 1971). Unexpected behavioral 
differences between the two groups were found to be associated with dif- 

of building employees. The, chil- 
dren who proved to be more disruptive and slower to respond v to treatment 
were housed in a building with yomger staff, including some male employees, 
with an average of 13-1/2 years of experience in the institution. Most of 
the children ih this building were still in cribs and were treated as 
infants regardless of their age. ' In addition, children housed in this 
building were notably over-protected; no attempts were made by the staff 
to teach them self-care skills; and the staff "pets," for whom the staffs 
did as much as possible, were at the lowest level of development. 

The children who proved to be lej^it disruj^fcive and who responded 
most favorably to treatment were housed in a, building with all-female staff 
having an average of 4-1/2 years of exper^nce in the institution^ The staff 
child ratio in this building was lower than in the comparison building, and 
there was a more chaotic atmosphere. In addition, the matrons orf this warqf^ 
applied behavior modification techniques to teach children to be more self-- 
sufficient and there was a higher staff turnover, which was felt to be. adv^n.- 
tageous to the children's development. This- study raises important questions 
of behavioral requirements, staff-child ratios, inservice trainingV aind . 
habilitative procedures for caretakers. These questions must be addressed- by 
administrators and researchers who wish to improve residential services, fdr' 
the retarded. , ' 



The introduction of behavior modification units within the institu-^ 
tional CQrttext is becoming itiore and more prevalent. One .of the innovators « 
•in this area ds ^the Pacific State Hospital in California: Ball (1969) 
describes the implementation and administration of their programr and provides 
guidelines for staff training, selection of patients, operation of the token 
economy, the education program and, with special interest to this study, / 
the development of new programs in ward care for the most severely retarded. 

Community-based care programs are seen as alternatives to institutionali- 
zation. Meyer (1972) describes a program which provides weekly residential 
care in a family setting for a group of severely retarded elementary age 
children. The normality, ofl the home environment and the low staff-child 
ratio are cited among the pr6;gfajn's„ ddvajntages^ These are also the ad- 
vantages advanced by proponents pf;^ foster cazre for mentally retarded chil- 
dren. Adams (19^70) provides;, a btief rjafV^ew o^ i^jesidential care in insti- 
/tutions and qpnqp^arfes tHis type. .of ^etvicev^-with ttxa^t 'of' placement in foster 
.l\omes. The problems of footer home placement agd adiriinistration are not 
mfnimlzed by thfe author." The team approach in foster *care programs is 
pres^ted by G^een <'i972) : ^ C^rfmap. (1967) vdiscussies a^homebound therapy 
^ogram for seWreXy retarde'd' cli$i<^;ren t4hd thei lies.. yVhe program, 

consisting ofcbccupati^nal the2:apV for- th^, childrer^;^d couns^eling services 
for the parenl^, a^^e^fees^ and d^elojps the ' child' s potenjn.se(i^^and helps the 
fau^^y understand the cbi Id arid contribute more, to his development.. 

i \ , Some innovative schob^ sys^m^ h^ve set/ /special programs located 
thin the re^ar sc^^l;^buildings. ' B;ory example'',' oper^t prc^edures have 
;been the :^asis "of /•^ngiit^ej^^ sudh' as tl>dse of Bev^tt (1968) 

aH^^KokasRa arJ.d''«okaska (1971), aitong others. , 

^ -v- ■ • •• '^-^^^^ ' ^ " . 

^ Finally, there ha^ been a trend- in the' I'as't few years 'to ^place some 
. ^ ' < ; ^ A'^ ' ' 

exceptional children in regular ^classrooms . * An early .experiment by Hayes 

. " « I . . . ■ ^ , ■ ■* * 

(1969) demcihstrated thovt tjpiis %pe''o£.. integration could be successful in a 

day /c^gi^- program. SiHce^'then, a rimnb^r of school systems have integrated 

'menta^^i^tarded child^^ their 2;egular programs ./ Reports of these 

ef fbrt/''44^B i>e expectegt t^o appear in the^^^ratlire in- thef near future. 

With thW^ in creased, emphasis on caring fpr- severely retarded children m 
tJheir bWn^or 'foster homes, a jiew area of need" has ^b.ecome apparent. The 
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Strain on the parent- care taker of a severely retarded child is considerable, 
and some means for temporary relief mxist be made available. McKibben (1972) 
dis Classes an interdisciplinary program which provides counseling and support 
services in such situations, and Paige (1971) develops the concept of 
"respite" care fbr parents charged with full-time responsibility for a 
retarded child. Respite services include homemaking, n\irsii\g, and b^y- 
sitter services, as well as foster care, temporary care, family-group, and 
group homes • 

1.4 Measxirement 

A number of investigators have been concerned with the measurement of 
IQ, SEQ and other areas of functioning in the severely mentally retarded. 
There is a great deal of dissatisfaction when stand^d measxires of func- 
tioning are \ised with the severely and profoundly retarded population. 
Parker. (1971) states that identifying and classifying mental retardation 
is confounded by the fact that an' apparently normal distribution of intel- 
*ligence levels may result from the technique of test construction alone. 
An appropriate test, according to Parker, would be one which produced a 
bi-modal cxirve discriminating the critically retarded from the non- 
critically reteurded. 'Parker maintains that the major difficulty in mea- 
sxiring intelligence stems from the difference between cognitive capacity 
and empirical problem-solving ability. He indicates that intelligence 
assessment must be closely related to the individual's environment, with 
"dUltxire fair" items needed to assess the individual's growth and developV fy. 
ment. Several studies .conducted to determine the reliability and meaning- 1 
fulness of IQ scores of individuals with IQ's less than 30 were reviewed J 

by Ross and Boroskin (1972). In each study, over 130 severely retarded 

individuals were tested and it was dete^rmined that the lowest correlation ^ 
between IQ and behavioral age was .77. The conclusion that IQ's below 30 
can be both reliable and meaningful -in b^ehavioral terms has not, however, 
received general support. 

Allen and Allen (1967) developed a compendium of instruments commonly 
used to evaluate the intellectual capabilities of , children suspected to be 
mentally retarded. The resource book is Intended for use by practicing 
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psychologists and contains information on all. aspects of tests and testing 
of the mentally retarded, including reviews of standardised intelligence 
tests such as the Stanford-Binet, the WAIS and the WISC; developmental 
scales for preschoolers; figure drawing, picture vocabulary, fontiboard 
tests; and a variety of non-verbal paper and pencil tests of intelligence. 
Other specialized tests, suchias the Frostig, ITPA, and third person assess- 
ment measures, are also included. Grace et al. (1959) attempted to develop 
a series of learning tests which Would provide objective, quantified, pre- 
dictive measures of the educability of severely retarded children (IQ^below 50) 
and which would relate test performance to significant aspects of life 
behavior. AH the. tests in the battery, intended for use with subjects 
aged 5 to 11 years, were short/ non-verbal, and not dependent on past ex- 
perience. Results of the analyses showed that the tests were appropriate 
to the ability of the subjects; they were ^able to arouse and hold their 
interest, and were suitable for children With severe verbal and physical 
handicaps. It was determined that intelligence exerted a more significant 
effect on the scores of every test than did factors of age, time spent in 
school, sex, or medical diagnostic category. The relationship between 
learning performance and intelligence level was significantly greater on 
every test than that of intelligence level aiM initial performance. 

Another group Qf authors examined the relationship between intellectual 
level and social and emotional behavior (SEB) in an institutionalized popula- 
tion including randomly * selected subjects from among the moderately, severely, 
and profoundly retarded groups (Gardner and Giampa, 1970). The three groups 
of retarded children did not differ significantly in inappropriate social- 
emotional behaviors, indicating that the affective and cognitive areas are 
relatively independent and' hence require separate measurement. Silverstein 
(1971) examined the reliability and constancy of Fisher and Zeaman's K for 
measuring the intelligence of institutionalized retarded children. In 
contrast to the ratio IQ and the deviation IQ, K- proved to be relatively . 
constant over test-retest intervals of six to seven years. A study by 
Halpem and Equinozzi (1969) showed that IQ predicts those aspects of adap- 
tive behavior which relate to academic success, while the Verbal Expressivity 
Scale predicts those behavioral aspects which relate to skill in communica- 
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tion. The hypothesis that verbal expressivity and intelligence are rela- 
tively independent of each other and that they do predict different aspects 
of behavior is supported. Friedlander et al. (1967) developed an automated 
operant conditioning device called PLAYTESTr which could be ^ittached to an 
ordinary playpen. The device measures the sensorimotor manifestations ^of 
attention, purposefulness , response selectivity, and adaptive behaviors. 
FriedlcUfider used PJLAYTEST with two severely retarded boys aged 2.5 cind 3.5, 
with mental ages below 10 months. He reports that, in evaluating sensori- 
motor abilities with severely hcindicapped infcints, the device offers ad- 
VcUfitages over more traditional methods such as normative developmental 
scales, numerical developmental quotients, and other techniques typically . 
used with "normal" children. The author en?)hasizes that PLAYTEST allows 
the examiner to observe the skills and abilities in addition to the dis- 
abilities in the sensorimotor domain. 

Husted et al. (1971). used two forms of the Cattell Infant Intel- 
ligence Scale with 40 severely retarded children to determine whether lack 
of predictive validity in infcint intelligence tests is due to lack of interest 

on the part of the child. Half of the children were given candy reinforcers 

O 

and scored signif iccuitly higher in both mental age cind IQ thaii did the ^ 
group which received only the regular test materials. The investigators 
suggest that the CcUfidy produced increased motivation and consistency of 
response, thus Affording a clearer picture of the cognitive abilities of the 
child being evaluated. * 

1.5 Standards for Residential Care ^ ^ 

Goals of institutional care for the retarded have changed over the 
years as thev^hilosophy of the mental retardation movement has evolved. 
Younie and Goldberg (1970) have traced the changes in residential care, 
noting the following progression in goals: 

• Make the devicUfit undeviant; 

• Shelter the deviant from society; 

• Protect society from the deviant; and finally, 

• Help each mentally retarded individual learn as much 
as he is capable of learning so as to realize his full 
potential * ^ ^ 
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Another historical review of the development of institutions for the 
mentally retarded is provided by Wallin (1966). The focus £s on trends in 
diagnosis, classification, and treatment in both the United States and 
Europe since 1900. Of particular interest to educators is a section on the 
creation of the special education category within the public school system, 
together with the legal and parental efforts which' were expended in putting 
this program across. , - 

After a brief historical review of residential care of the mentally 
retarded, Roos (1969) discusses three basic principles underlying the 
various approaches to designing living spaces in institutions, these prin- 
ciples, which unfortunately are not necessarily compatible with each other 



are: 



• residents should be cared for with maximum 
safety and efficiency.; 

m residents shjalild be treated in as "normal" a 
manner as p<^ssible, so that the institut^.on 
should approximate a home-like environment; and 

■ *- 

• institutional environments should be designed 
to facilitate programming for all residents. 

Roos also discusses the following critical questions related to insti- 
tutional goals: Do institutions primarily serve society, the economy, the 
family of the retarded, or the retarded themselves? Is it appropriate to 
program all institutionalized retarded children for community adjustment? 
Should residents be grouped heterogeneous ly or homogeneously? What role 
can parents play? How can institutions be structured, from an administra- 
tive standpoint, so as to avoid confusion resulting from "unitized" multi- 
disciplinary staffing? What are appropriate sources of financial support? 
Will large institutions survive and in what form? 

' ^ .'^ A special treatment by Rowland and Patterson (1972) looks at the re- 
conceptualizing of the traditional institutional model to encompass the 
developmental institution. In this model the institution ,is seen as a 
source of educational opportunity rather than a place where therapeutic activ- 
ities for the severely retarded are provided. Every function is oriented 
to the needs of the individual. The adoption of this model, it is noted. 
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would require a major value tr^sformation on the part of the institutional 
personnel. ^ , . 

# 

Douglass (1971) predicts an upgrading of the caliber of facilities and 
services within institutions for severely and profoundly retcurded persons- 
He also forecasts that there will be continued efforts to promote alternative 
living * arrangements , small group homes, cottage plans, and improved staff- 
to-resident ratios. > 

In a collection of papers edited by Kugel curxd Wolfensbergef (1969) , 
authorities in the field of mental retardation discuss changing patterns 
in residential services for the mentally retarded. The first section of the 
text focuses upon the challenge of innovative action, basic facts regarding* 
the, current status of residential facilities, personal reactions to current 
models/ and the history and development of institutional models in the 
United States. The second section of the volume presents conceptuali- 
zations of models of adequate service delivery, and in-depth descrip- 
tions of already. established model programs for the mentally retarded. 
Various proposals ar^ concerned with new and radical innovations and recom- 
mendations for change in service delivery patterns. A theme consistently 
stressed in the text is the need to include residential services as one 
component of a continuum of services for the mentally retarded. The col- 
lected materials edited by Baumeis^ter and Butterfield (1970) also include 
many relevaht discussions of features of residential facilities whic^ must 
be examined. •> ' 

In response to these changes in institutional goals, new standards 
for residential care have been developed. Bbth nationally and internationally j 
consumer groups aj;id professional associations have attempted to improve - 
services fof^'^bhe retarded. The President's Committee on Mental Retardation 
(1971) reports the foirlhatibn of a federally funded Council for Accreditation 
of Mental Retardation Facilities to work with the Joint Commission on the 
Accreditation of Hospitals and the International League of Societies for 
the Mentally Handicapped. The Joint Commission has published Standards for 
Residential Facilities for the Mentally Retarded (1971) which delineates 
standards for resident :^^ing, including relationships with staff, activities, 
food services, clothing, ^'health, .hygiene, grooming, grouping* and equipment, 
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and design of living, units • Program areas covered by the Stemdards^are., 
listed in alphabetical ord^r and include: dentistry, education, food and 
nutrition, library, medicine, nursing, pharmacy, physics, physical and 
occupational therapy, psychology, recreation, religion, social work, speech 
pathology and audiology, vocational rehabilitation, and volunteer services. 
Also included are standards for record-keeping/, research, safety and 
sanitation, and administrative support services. 

Similarly,' the International League of Societies for the Mentally 
Handicapped ( Residential Care for the Mentally Retarded , 1969) developed 
basic principles regarding residential care for the retarded* A symposium 
of representatives from 12 National Member Societies of the League was 
convened to di:^cuss current trends and achievements in the provision of 
residential care to the mentally retarded, Endorsiiig the principle of 
normalization, the group proposed a developmental approach to care of the 
retarded, and agreed that residential services must ba^Jiriewed as one point 
along the continuum of available Services, The group related the issues of 
administration, size, and physical environment to' residential service- 
delivery, and made recommendations for individual evaluation and programming 
They also discussed two , mode Is wh^jj^mbody these principles : the decen- 
tralized institution and the simp^^fflfid community-like institution. 

The Council for Accreditation of Facilities for, the Iwentally Retarded 
]|igLS developed standards for residential facilities (Crosby, 1972). Educa- 
tion standards, are offered for the guidance and instruction of educational 
providers and for use in a national voluntary accreditation program aimed 
at improving all services for the retarded. Perhaps the most significant 
provisions of these standards are: 

• educational services should be offered all residents, 
regardless of age, level of retardation, or other -dis- 
abilities; 

- • educational progEamming begins at birth; 

• institutiotis should provide educational^-programs 
at least equal in quality to those provided by the 
public schools; 

• residents should attend public school programs whenever 
possible; and' g 
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• educational programs operated by a residential ' , 
facility should not be isolated from the community 
or from the mainstream of educational endeavor - 

In Residential Services for the MentaJ.ly Retarded (1970) there are 
papers dealing not only with standards of residential care but also with 
the conditions under which such care is appropriate, the legal rights, of 
the individual, needed services, regional and community resources, 
features of residential care for. the mentally retarded in England, and the 
need to evaluate different forms of care. 

To analyze institutional differences in the United States, Silverstein 
(1967) collected data on 13 variables from 130 public institutions listed 
in the Directory of Residential Facilities for the Mentally Retarded 
(Milligan and Nisonger, 1965? Nisonger, 1968). Analysis pf the 13 variables 
l^roduced four, factors: adequacy of cottage and medical personnel; adequacy 
of teachers, psychologists, and social workers; institutional age, over- 
crowding; and resident competence. While these findings are neither new "'^ 
nor unexpected, they are worth noting here because of the clarity with 
which these four factor^ emerge as critical across a wide variety of insti- 
tutional settings. 

Scholl ^1968) , Principal Consultant for a grant to the National 
Accreditation Council by the Social and%Hehabilitation Service, has pre- 
. pared a detaile^ volume designed to enable individual pieoviders to. evaluate 
themselves. The contents include a manual of procedures and the underlying 
philosophy cuid' objectives. The individual evaluation sections cover the 
entire gamut of subjects of concern in the operation of a residential 
facility, from general curriculum planning, which is broken down into 
specific subject areas, td health and safety and administrative/staffing 
issues. 

Goal setting and establishment of standards have had a perceptible 
effect on institutional change. Plans for reorgeuiizing the Fernald School 
(Dybwad, 19^). initiated in the middle 50 's, are currently being implemented. 
For excunple, there are several behavior modification programs, and children 
who have attained a requisite level of self-care skills are being bussed to 
the regular schools in their community of residence whenever possible. 
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Similarly, changes in goals have\een translated into action at the 
Miami Sunland Training Center, a large residential institution for the 
mentally retarded. Cortazaso et al. (1972) describe the Center's trans- ^ , 
formation^from a traditional department and profession centered institution 
to a divisional, resident and program-centered model. The Center has developed 
a specialized unit for each of four major program f unctionsTT"; 

• vocational rehabilitation, ^ 

• education and training, .... 

• independent living, and ^ 

• development and training. . 

• L 

AS part of the new approach, every resident is provided with a mean- . 

ingful, comprehensive program individually designed and based op team 

prescriptions. These are carried out by assigned team^mbers, with frequent 

evaluation of performance objectives. Parents of residents are often in- * 

volved in group and individual meetings . ^ ^ 

» - 

1.6 Guides to Providers 

At tiie outset it should be noted that no listings focus specifically 
on providers of services to the prof oundly "and severely, mentally retarded. 
There are, however, many references which are concerned with the total 
mentally retarded population. Usually such directories will specify the 
level of retardation and other accompanying handicaps which can be accom- 
modated at a specific site. 

.<»gg^ally, provider information is available through three major 
. sources. First, agencies in several states provide information on services , 
available to their mentally handicapped population. Fpr example, listings 
and/or directories are available for Washington, D.C. ( Comprehens ive Mental 
Retardation Plan , 1969) ; Georgia ( Directory, of Service s for the Mentally . 
Retarded , 1966) ; New Jersey ( New Jersey Comprehensive Pla n to Combat Mental 
Retardation > 1966) ; and West Virginia ( A Plan Ca lled, Promise , 1966) . All 
but the Georgia -plan present the total 'statewide program for dealing with 
mental retardation, of which information on available services is ohly part. 
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Secondly, the results of several nationwide surveys provide another 
information resource. Thus, the findings of a survey of i^tate vocational 
rehabilitation agencies .include, for each st:at6,'*a detailed description of ^ 
an "exemplary" program as well as a list of programs with which the vocational 
rehabilitation agencies are concerned ( Services to the Mental ly Retarded: . 
Vocational Rehabilitation Involvement i 1973).' Segal (1971) reports ori a 
survey of state agencies and provides an interesting analysis of trends 
and patterns in services deli^qered to mentally retarded people. Scheerenberger 's 
(1965) report on an AAMD suzrvey of 138 state insti'-utions includes valuable 
information on a nxanber pf '^pics, such as distributions of the client 
populations by age and level of . severity of handicap. State and nal^onal 
trend data on public institutions is provided by Starr emd V^arisack (1968) . 

Directories constitute the third major source of provider information. 
One of these is published by AAMD and listis all residential public and 
private facilities for the retarded (Nisonger, 1968) . Another valuable 
resource is the Directory of State and Local Resources for the Mentally ' 
Retarded (1969)^, published by the U.S. Department of Health, Education, 
and Welfcire. In addition to listing residential and special facilities and 
clinical programs for the mentally retarded, this reference provides useful , 
information on the coordinating agencies in each of' the 50 states anfl the 
U.S. territories, state-administered programs, and non-government state 
resources^ The Mental Retarda^tion Source Book (1972) , also pxablished by 
the U.S. Depsirtment of Health, Education, and Welfare, provides statistical 
data from all of the mental retardation programs administered by various 
agencies of the federal government. The 'first section ±s devoted to a 
statistical demographic description of the mentally re^^re^ed population in 
public and "p'rivcite residential facilities including ^^^^ental hospitals; 
the second! section reports data on day care facilities , diinics, cind psychiat- 
ric and educational services; the third section is devoted to data on clients 
served by the Social Security Administration rehabilitation program, and* 
the public assistance program. 

^ A third HEW pub^^^tion ( Mental Retardation Prograigs of the Department 
of Health, Education, aind Welfare , 1972) presents the Department's programs' 
for the mentally retarded, orgainized according to the following categories: 
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preventive services /basic and supportive services, research, income- 
maintenance, personnel training, and construction. Reports of eigh't 
agencies (the Office of Child Development, Office of Education, Health 
Services and Mental Health Administration, National Institutes of Health, 
Social and Rehabilitation Service, Social Security Administration, Food and 
Drug Administration, and Surplus Property Program) provide program descrip- 
tions and discuss objectives, activities, history, publications,- and econ^^^^^^ 
impact. The financial policies are alsd covered, and infonnation is proviaed 
on the amoxint of funds for mental retardation programs available from the ' 
Depar.tm^nt. 

r. 7 Bibliographies * ^ 

t 

A number of bibliographies and collections of relevant materials have 
been re tenced in the preceding text. There are also some very useful 
sources of information on» mental retardation in general, but which focus on 
the severely and profoundly retarded. Bialac (1970), for exan^le, has com- 
"piled a wide selection of materials covering community programs, condition- 
ing, education, institutional services, residential programs, and tedi- 
niques for devloping the language, speech, hearing, and mental processes 
of profoundly ^id severely retarded populations. Evaluation dnd programs 
for parents a^d families are included, but literature which focuses on 
medical issues has been specifically excluded. 

The 1973 Publications List of the National Association for Retarded 
Children references and describes approxiHiately 90 publications of that 
organization. However, the level of retardation is not indicated. Most 
likely the materials are not limited to treatments of the s eye rely and 
profoundly retarded. Another general collection, A Selected Bibliography ^ 
on the Mentally Handicapped (1970), prepared by the Michigan State. Depart- 
ment of Education, also. includes materials on the educable and trainable 
mentally retarded. An earlier review of world literat4^g^ on mental retarda- 
cion (Heber, 1963) iS obtainable from the "U.S. Goye^i^pP Printing Office . 

There are several bibliographies which ptpvida materials on Down's 



syndrome or mongolism. Thege include Gelbart ( 1966 )^,Stedman and Olley • 



(1969), and an annotated bibliography on Mongolism (1971) which is part of 
the Exceptional Qiild Bibliography Series. » / a ' 
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A different/ type of special bibliography is the one by Gardner and 

( • •* . • • 

Selinger (1971). Over 850* references to research in. the field of mental 

retardation are listed. Of th^^se^ at least 50% appeared, in journals doal- ' 

ing with mental retardation. Although there was a dramatic increase in 

the number of articles published in the 50 's, a leveling off occurred in 

the mid-sixties^ ^ with a steadily growing emphasis on studies applying 

^ehavior modification procedures. 

,1.8 Future Directions • . . 

In mamy of the articles discussed earlier in this paper there have 
been references" to'^innovations cind trends for change in the care and habili- 
tation of the retarded, with special emphasis on those in the most severely 
and profoundly retarded categories. Although great strides have been taken 
in the development of techniques for habilitating the severely mentally 
retarded*^ recent accounts of living conditions in residential institutions 
in the United States (Blatt, 1972) bring a shocking awajgeness of the dis- 
tance still to go before the goal of humane and appropriate treat^nts for 
all disturbed children and youth has been attained. 

~- ■ ■ ' i 

With some chagrin it must^^ be acknowledged that the Sccindinavian coun- 
tries continue to" be the leaders in advocating^humane provisions for the 
severely mentally retarded (Humphrey. 1968; Clark and Cld|Srki 1970). Denmark 
is well ahead in developing programs for care and training, having passed 
legislation in 1959 which made the educatipn of all retarded chil<?ren 
between the ages of 7 and 21 mandatory.* In Sweden, where a registry of the 
numlper and needs of disabled persons has been maintained for almost 100 
.years , progreims stress the importance of separating retarded children by 
level of functioning, type of illness, and* age, even to the inclusion of 
separate wa^ds for infants- -In' both Denmark and Sweden comprehensive, tui- 
tion-free high school training progrctms have been designed to train special- 
ized child care workers. \ 

With reference to future directions in this country, Wolfehsberger (1969) 
mcikes 20 predictions concerning areas of change in residential services for 
the mentally handicapped. He ' anticipates that many of the functions of the 
traditional institution will be assumed by other agencies such as work- 
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training centers, and that most residents wi^lllibiB integrated to some extent 
into community life. The ^ew f acilit iosrwill be oriented toward child 
development, will emphasize pre-vocationai education, and will provide 
sheltered living arrangements within a community milieu. 

In another article by Wolfensberger (1972) , the principle of normaliza- 
tion is applied to the issue of residential service deiiv6ry. Basically, 
normalization has as its goal the establishment and/or maintenance of 
behaviors and characteristics which are as culturally nornvi^i^ as possible. 
Wolfensberger discusses the implications of this principle^^' smaller, less 
institution-like residential facilities. ^ 

Orzack et al. (1970), Gardner (1970), Swartz et al . (19 71), and 
Jordan (1972) are but a few of the many authors involved in shat)ing the 
directions which the provision for resources and services to the severely 
mentally retarded will be taking in the future. Current technological 
capabilities sucn as in videotaping and other media resources offer untapped 
potential for increasing the effectiveness of educational and training 
programs. Clearly, more i^ntens-ive efforts are necessary to facilitate the 
optimum development of handicapped children and youth. New ideas in archi- 
tecture and milieu structures also offer many opportunities which have not 
been fully utilized. And finally, the effectiveness of behavior modification 
in eliminating undesirable behaviors and establishing desirable ones seems 
to support the position taken by Throne (1970) in his prediction of a pre- 
dominantly beahvioral approach to mental retardation. 

2.0 SEVERE EMOTIONAL DISTURBANCE 

2.1 Problems of Definition and Classification 

Of all the areas of handicap, that of emotional disturbance is perhaps* 
the most difficult and elusive to describe objectively, and th^ determination 
of cut-off points for levels of disturbance is, to some degree, dependent 
upon subjective tolerance for unconventional or peculiar behavior. What one 
individual or culture may consider deviant, another may accept as perhaps 
idiosyncratic but not psychotic. The child with whom one teacher may be 
able to establish a viable rapport in the classroom, another teacher may 
consider so disruptive or unreachable as to demand special handling. 
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Ftirthermore, it is extremely difficult to establish meaningful criteria 
on which to differentiate l^ree levels, the mild, moderate and severe, of 
emotional disturbances. IJie recent literature reviewed' fo£^ this paper of fers ^ 
little assistance on this problem. There are a number of legal or functional 
definitions wJiich have been offered; for instance j|| |Guidelines for Iic^leroenta* . 
tion of the Pilot Program for Emotionally Distuidbed Chil dyen {19il) statelt 
that the, term "emotionally distxirbed children will be construed to include 
any child whose emotional condition is medically and psychologically de- 
termined to be such that he cannot be adequately educated in the regular 
public school classes without the provision of Special services." Func- 
tionally defined, they are those children "17 years or younger who evidence 
inability to relate realistically with the public school program and who 
are unable to function near capacity mentally, socially, and emotionally." 
In the compendium of state laws relating to handicapped populations, the 
range of definitions of the emotionally disturbed is confined to these few 
simple constructs. Additionally, the stipulation is usually made that the 
diagnosis must be made by a qualified professional. Since a major source of 
confusion is the Vcuriety of professionaJ orientations which have constructed 
theories of mental illness, there is a high degree of possibility that 
disagreement will^ occur. The "mental health specialist" might not be 
willing to accept the educator's description of the disturbed child as: 

. . one who violates classroom norms where no. other means of explaining ' 
this violation is available." 

While the specification of criteria for minimal and moderate emotional 
disturbance is subject to a great deal of ambiguity and baseline instability, 
these issues are not too relevant for the present review.* Judgments of 
severe emotional disturbance have a high level of interrater reliability, 
which increases commensurately with the level of .severity. This is par- 
ticularly true of one stabset of ^psychotic behaviors which make up the syn- 
drome now popularly known as autism. The distinction between autism and 
severe emotional disturbance is one which is, indeed, rather arbitrary , 
being based primarily on the presence of certain "psychic withdrawal" 
symptoms (Lacey, 1969) . However, because of the wealth of literature which 
has been generated in this area, autism will be^reated in a separate section, 
directly following this one. 73 ^ 
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!l§tics cife&'ia^.'OSie, USQE' Prlgt'icum Handbook (3 970), 
apR]fQ3d^ii^y 3%.^j^t^''\iiildfe^ in'^t^l^^ite states in need of psychiatric 
•help';^^ive"such ser^ce,' ^^e'^is\a'^shbrtage*^of teachers of the emotion- 
^a^y%is^urke<i;' eind a4olesoent l^ards are^expected to increase in population 
>'b^ The Nat^ (Rosen et al., 1968) has 

: c^qllected datA which indi^te * tOiat: approximately 473,000 children under 
18 yS^ars of age received SolDh6 ^type of service in 1966, Of these, 400,000 
wfefe. "treated in outpaiy.e,nt clinics, 27,000 in public mental hospitals, 8,400 
;in ^Divate mental hospital^, 28,000 ift general hospitals, 2,500 in psychiatric 
day-night units, ^ and 8,000 in residential treatment centers. Another source 
( Emotionally Disturbed Children , 1967) cites government figures indicating 
that 100,000 children in the United States require hospitalization or an 
environment completely separate from other children. It is also reported 
that the nvmiber of emotionally disturbed children is increasing at a rate 
4,5% greater thcui the normal population growth. 

Questionnaires to obtain information on th^'c:urrent status of public 
school services for emotionally disturbed children were sent to state 
directors of special education in each of the 50 states and the District 
of Columbiar (Hirshoren et al,, 1970; Schu^tz, 1971). They obtained data 
on definition, terminology, prevalence, services available, class size and 
case load, and administrative organization. Estimates were obtained which 
indicate that .05% to 15% of all children between 5 and 19 years, or 
1,200,000 children, are emotionally disturbed. Hirshoren et al. report that 
Mackay (1969) and Page> (1965) cite incidence figures of 2^^ ^nd 1% respectively 

Individual states and localities have also carried oui^^s^udies to 
determine the incidence of emotionally distu3±ied children and youth, and 
the facilities available to serve them. One of the most complete of these 
is reported by Marrone and Anderson (1970). .During 1968-69, 11 elementary 
classes in Montgomery County served 94 disturbed children. Among these 
were psychotic, severe neurotic, schizophrenic, and autistic children with 
behavioral and personality disorders. Prior to 1955, Ohio carried out eight 
major studies concerned with the prevalence of emotional disturbance (Gloss, 
1968) . The incidence of severely disturbed children was said to range from 
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4% to 12%. Gloss also includes a description of 20 experimental research 
and development programs which 'were in progress in 1968. 



2,3 Research and E)emonst;ration 

Before looking at the type of research which has been receiving the 
greatest amount of attention dxiring the last 10 years, it ^hould be reiterated 
that there are two basic conceptual frameworks in which the study of severe 
emotional disturbance has been ceist: behavior modification and psychotherapy. 

There are other tre^tiaieht approaches and„ otiier issues with' ^^w^ 

and demonstration studies have been concerned, but these receive relatively 
less attention. 

2.3.1 E)eroonstration Programs . As the review of the recent 
literature seems to indicate r the appropriateness or effectiveness of' 
behavior therapy is no longer being extensively tested in experimental 
studies. Instead, there are many reports of institutional settings which 
have adopted these procedures as part of a regular , on-going treatment 
program. O'Leary and Becker (1967) report the use of behavior modification 
in an adjustment classroom. The Engineered Classroom, first conceptualised 
by Hewitt over 10 years ago, has been a regular part of the Santa f^o^ica 
School System's approach to emotionally disturbed children, and the , - 
University of Kansas Behavior Analysis Follow Through Program has be^n 
using token reinforcement with disadvantaged children for the past five 
years. A four-year rehabilitation program based on behavior theoij^ was 
carried out with 12-17 year old chronic psychotics in a highly structured 
residential school setting. The rate of dischage was 88%, with only 13% 
recidivism. 

Cam^rillo^State Hospital (Montgomeiry and McBumey, 1970) , Devereux Schools 
(Saunders and Balano, 1972), and the Children's Treatment Center in Madison, 
Wisconsin (Browning and Stover, 1971) have incorporated behavior modifica- 
tion as a total treatment approach in their work with emotionally disturbed 
children and their families. 

Evidently the fact that a large proportion of the emotionally disturbed 
population have at least normal cognitive ability has influenced most of the 
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workers in this field to direct their*ef forts at rei^^atirrg deficiencies 
in language functioning, as well as the improvement of other t^pes of 
academic skills. Thus the vast majority of interventions measure success 
in terms of how quickly children can return to classes with their normal 
peers. Knob lock and Johnson (1969) present a series of articles each of 
which is concerned with some aspect of teaching or curriculum as it may 
affect the academic learning of the emotionally disturbed child. A similar 
academic orientation is displayed by Meyers et al. (1968) , who have pre- 
pared an instructional guide for teache'rs to use with this populatior 

Also concerned with academic fxinctioning, Kenney et al. (1966) 
explored the. use of an "educational cadre" to function as a diagnostic, 
teaching, and research resource for emotionally disturbed adolescents in 
a residential treatment program. The classroom teacher worked with a 
.curriculum specialist, a cognitive psychologist, and a psychiatric clinician. 
The experimental curriculum en^loyed units in English and history as the 
media for the development of cognitive processes and language skills. 
Kenney reported that observations by teachers , comments of other students, 
and the work products of the disturbed children^^^t^lemselves indicated that 
the materials and methods facilitated learning, but this was not supported 
by performance on the language tests. 

V 

Whatever the Affect of the "educational cadre," it may just as easily 
have been, the product of the reduced child-adult ratio which resulted from 
the presence of the extra adults in the program. As Weissman (1970) points 
out, a teacher-child ratio of from 1:6 to 1:10- is recommended along wj^th a 
program of highly individualized instruction. Weissman also suggests that 
" the physical environment can have an important impact on the adjustment of 
the disturbed child; it should be flexible, and there should be "silent 
corners where children can be separate from each other if they so choose. 
It is interesting, however, that when auditory input was reduced, in an 
e5cperiment by Fassler and Sweeney (1971), there was no measurable improve- 
ment in performance. All of the 30 seriously disturbed childrei^in the study 
had been judged educable by school psychologists but exSihited considerable^ 
confusion about reality and had severe difficulty in their ability to relate 
to others. ^ ^ 
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Another type of classroom manipulation (Bloch, 1971) was explored 
in a special program designed to foster language comprehension and to stim- 
ulate language production in non-verbal children who suffered sever^fe in^air- 
ment of intellectual and social functioning. In addition to the use of 
visual aids, songs, and toys as stimuli to encourage verbalization, chil- 
dren were placed in the group situation as soon cis possible and saturated 
with group and individual experiences designed to engage each child at his 
own developmental level. 

Many academically oriented programs use behavior modification pro- 
cedures. Thus, Pimm and McClure (1967) described an adjustment class in 
Ottawa, Canada. The class operates within the context of ^ the regular 
school system, but consists of a mcucimum of eight neurologi(?^lly normal, 
emotionally disturbed children of normal intelligence Attendance in the 
class varies from four months to two years, depending on individual needs. 
The focus of the program is academic and the goal is to bring each child up - 
to his intellectual potential through individual tutoring and reinforcement 
procedures. As children progress, they are gradually reintegrated into 
their regular classes. 

An educational approach which stresses language development* underlines 
the program at the Fonm School in Waldwick, New Jersey (Dxabner, 1971). 
Ba^ed on the expectancy of normal behavior and development, children are 
provided with intensive stimulation, they are taught to listen and respond, 
to become aware of their own bodies, and to develop perceptual-motor skills. 

Other types of therapies have been explored in demonstration programs, 
jyfefal investigat ors re port the value of art and music therapy with emo- 

~^ltstruSbed"pati^ts . Scott (1970) , Price et al. (1972) , and Wasserman 
(l9')2)\ utilize music in different ways, but all report significant or en- 
couragin^ef fects . Kramer (1972) provides an extensive description of the |e 
use of art^l^rapy. The role of the art therapist is considered central to 
the success of tlfe^program, which operated for tWo years in a psychiatric 
ward for children. 

Although the recent literature is far more heavily weighted with behavior 
.modification studies, the psychodynamic approach Ccinnot be neglected, and 
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RjBisman (1973) provides a recent overview of this theory a? it applies to 
work with children. The most relevant principle of this technique is that 
the therapist listens and allows the child to express his feelings and 
beliefs without judgment or censure. In actual practice, many therapists 
may utilize positive reinforcement, one of the major tools of behavior 
modification, to bring about the changes they wish to effect. 

Szurek et al. (1971) describe the comprehensive inpatient treatment 
provided by the Lang ley Porter Neuropsychiatric Institute in San Francisco. 
Their psychotherapeutically oriented approach is based on the position that 
severe emotional distxirbance in children is the result of trauma incurred 
through early parent-child interactions, and they therefore en^hasize parent 
involvement in the treatment pro^feam. An interdisciplinary team of special- 
ists works with "the family in the creation of a therapeutic milieu. 

^ The milieu Itherapy technique has been adopted in several countries 
outside of the United States. Osorio (1970) reports such a program, in 
Brazil, and Ziegler (1972) contrasts Norway's en^hasis on tRis ^ype of 
treatment with the individual psychotherapeutic eit^hasis he sees as being 
dominant in the United States. Kahan (1971) describes a residential 
facility in England for psychotic and severely distiarbed children which 
continues to rely primarily on individual psychotherapy. 

The Elmont Pro.ject (Donahue, 1968) also utilizes, a psychotherapeutic 
orientation in a community-initiated program which receives support from 
both the regular school system and the local community. The goal is to 
allow the child to retxirn to the regular classroom without isolating him 
from family, peers, ^^nd community during the treatment process. Another 
such program is that of the Child' Psychiatric Day Care Unit of the University 
Hospital of the University of Washington, Seattle (Gritzka et al., 1970). 
Similarly, the Hillcrest Children's Center in Washington, D.C. (Long, 1969) 
is a therapeutic elementary school. 

Early intervention is an essential feature in the remediation of most 
handicaps, but it is particularly important in the case of emotional dis- 
turbance. Bluth et al. (1971) have listed almost 100 items which include a 
vactiety of treatment models in early intervention. 
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An excellent illxjstration of the therapeutic nxarsery is provided 
by Furman and Katan (1969) . They describe the Hanna Perkins School for 
emotionally disturbed presdiool children, which adopts a psychoanalytic 
approach. Similarly, Kliman and Stein (1971) report on the Cornerstone 
Project, in which a psychotherapist works with an emotionally disturbed 

'if 

child in the context of a regular nursery school classroom. The Regional 
Intervention Project (Ora, 1970; Ora and Reisinger, 1971) exemplifies the xise 
of behavior modification procedures in a preschool program. This demonstrar 
tion project was carried out with 40 preschool emotionally distxirbed children 
and their parents, in addition to providing a preschool program for those 
who could not be handled in the n\irsery for normal children, other features 
included: placement, support, follow-up and supplementary services, parent 
participation, and in-service training for staff. ^ The principal method used 
in evaluating the effectiveness of the intervention was that of behavioral 
observations within the therapeutic setting. Awareness of change in the 
children was pointed up dramaticcftly" as parents were trained to use the 
Vineland Scale to assess social and emotional development. One of the basic 
objectives of this program, which had a strong pre-academic component, was 
to demonstrate that a coordinated, regional early intervention system would 
be more economical than institutional care. 

If at ail possible, help to the emotionally disturbed child and 

his family is best provided in the home, supplemented with attendance 

at a clinic after school hours or in a class designed for disturbed children 

within the school system. However, this solution may not always be desirable. 

In some cases the precipitating conditions to the distiufbed behavior lie 

within the home environment and it may be necessary for the child and the 

family to receive separate intervention treatment before they can make 

progress together. There are several alternatives to either special-clasps 

day care on the one hand or institutionalization on the other. 

• 

In some programs which offer special day classes for emotionally dis- 
turbed children' the facility is not within easy access to the family being 
served and the child may need to be boarded out during the week. Project 750 
(Hoffman, 1969 a and b) , so called because of the legislative ruling under ' 
which it was funded, involved removing children from regular classes and 
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placing them jLn special classes designed to maximize their educational 
potential and relieve emotional difficulties. Hoffman's report was prepared 
after the eighth year of the program, which by that time had served approxi- 
mately 2,4^0 childrei?, of whom 57% were under 16 years of age. Parents of 
44% of the children rated' them as. improved in social adjustment; 39%^said 
their children had improved academically; and 59% indicated improvement in 
overall adjustment. One of the major problems encountered in the adminis- 
tration of the program was the lack of clSrity'of Project 750 regulations 
in identifying the children eligible for placement under this funding. 
(Other facilities receiving funds through this legislation are listed in 
Hoffman, 1969 b) . 

Often there is a situation in which a severely disturbed child needs 
placement in a residential setting but such treatment is not avj|ilable. 
Willner et al. (1972) described an interim service program consisting of ^ 
an interdisciplinary approach: a welfare agency, an urban board of educa- 
tion, and a mental health facility which provided short-term, in-patient 
treatment. < 

Another instance of an interim approach, described by Atkins et al. 
(1962) , is the Eastern Diagnostic and Evaluation Center in Philadelphia. 
This Center serves as a screening and referral agency for emergency cases, 
defined as thoSe in which unusual circumstances require some form' of 
immediate actioh. The outpatient psychiatric services include evaluation 
by team members of the adaptive interaction and support systems of "both 
the child and his caretaker. During a 13-month period, 42 children identi- 
fied as emergency problems were seen and 31% of them were judg^xLJ^need of 
hospitalization. 

Where immediate institutional placement is not possible,' another t^pe 
of service is necessary. Dorenberg (1969) deacribes a program which provided 
counseling services to families and chilc^ren on waiting lists for traditional 
'therapy. The focus of treatment was on strengthening the self-concept of 
the parent so as to facilitate coping with the disturbed child in the home. 

Short-term placements under residential care followed by continuing 
non-residential treatment have been, explored in a number of settings.. ' The • 
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Wisconsin Childreiv's Treatment Center (Kemp, 1971) provides a residential 
program .which involves the family in the treatment process. Of theN34^ 
children, 4 to 13 years old, treated at the time the report was written, 
none were retximed to institutions and all but one, who was placed in a ' 
foster home, were still living at home with their families. Similarly, 
the Children's Rereducation Center in Nashville, Tennessee provides six- 
month placements for children 5 to 13 years old. Children remain at the 
Center during the week and are sent home on weekends. Problems are ^P"^ 
preached from educational, behavioral, and economical viewpoints; behavior 
modification principles are applied within the total environment, both 
inside and out of the Center .ijjpthe individual child's curriculum is adapted 
to his specific needs, although there is also en^hasis on group counseling; 

More and more residential treatment centers are mov'ing toward a 
community health model. Mora et al. (1969) report a . ten-year program at 
the Astor Home for Children. It was marked by an increase in the ratio 
of professional to child care staff , provision of intensive psychotherapy 
for each child by members of three orthopsychiatric discipl||^^ an in- 
creased f€>^us on neurological and psychopharmacological tre^IRt, and the 
development' of more concrete techniques in working with families. In-par- 
ticular, attention is given to discharge procedures, group home programs, 
and foster home programs. A reformulation of the residential center concept 
to include day education and a day hospital center is also described by 
D*Amato (1969) who reports the work at the Eastern State School and Hospital 
in Illinois. 

The feasibility of a combined treatin^nt approach, in which 14-17 year 
old emotionally disturbed boys were given non-residential vocational t|:aining 
while living in residential centers., foster homes, or in group care, was 
demonstrated by Gellman (1969) . 

While the most recent change in services to emotionally disturbed 
children and youth has been in the direction of non-institutional care, 
this has not always proved to be a happy solution. Chase (1973) , f or>|^3eknple , 
notes that in' California the consequence of the 196. R||ntal Health 'Services 
Act has been .the closing of many mental hosptials ^d the return of mentally 
ill patients into the community, with unfavorable effects on both. In spite 
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of this opinion r it is dubioxis that residential care will completely dis- 
appear as the major type of provisipn for the emotionally distux±>ed for 
some time to come. Easson (1969) , for example, takes the position that 
there are certain types of adolescent Ijphaviors which indicate the need 
for hospital treatment. These children require various' facets of residen-' 
tial living, * such as psychotherapy7 medication, and continued diagnosis. 

A number^ of investigators have been studying new ways of working 
within the institutional context. Mayer and Blum (1971) present a col- 
lection of ten papers dealing with various aspects of residential treatment^ 
for emotionally disturbed children. Milieu therapy, special education, 
psychotherapy, and group living a^e discussed, as well as the role of the"^' 
child care worker and the voltuiteer. 

2.3.2 Research Studies . The effept of intensive therapy and 
casework Services given to 27 children in foster homes was compared with 
a similar group of emotionally disturbed children also placed in foster homes 
but without any special intervention (DeFries et al. , 1965) . Based on the 
psychiatric interviews at both the beginning' arid the termination of the 
three-year therapy program, l3 experimental and eight dontrol children showed 
improvement, five experimental and nine control children shf)wed »no change , 
while the condition of eight experimental and nii!b control children was 
aggravated. The authors conclude that since their intensive therapeutic 
effort did not produce significant results, institutional care should take 
precedence over foster homes. 

It is difficult to see how this conclusion was reached, since both 
the experimental and con-rol groups were in fost;er homes and no comparisons 
v«ere made with an institutionalizecj population. Perhaps they felt that if 
all their best efforts had failed, there was just no hope for these children. 
There is no doubt that this is very difficult and often unrewarding work, but 
a more optimistic note is struck by Ambinder and Falik (1966) who report a 
foster home program which", success fully retained an emotionally disturbed 
boy in school through several semesters. ., ^ 

The use^of small group situations was the basic ingredient^in a study 
with. emotionally handicapped elementary school students with normal intel- 
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ligence and no neurological defects (Miller, 1967). The experimental 
groups demonstrated signif icaht^rincrement in academic achievement. 

A special type of group method called '^sociotherapy" was developed by 
Kok (1972). This integrated multi-disciplinary technique* consists of a 
high degree of structure in group play tfierapy for the treatment of the ^ 
"structopathic," emotionally disturbed, riype^inetic child. Structured, 
formal lessors in an experimental spe-ech and language program were reported 
to be less effeptive than sessions -^hich includ.ed at least some play activi7 
ties (Rubin et 9 1967) ; but these judgments wefe hot substantiated by> - 
statistical tests. . 

The relationship between specific reading d^abilities and e^jptional 
disorders was* studied by Wilderson (196"^) . Fa/^or analysis indicated that 
there were 'four psychiatric and seven readi^ deficiency^ components'. These 
were shown by correlation techniques' to be r^li^ted in the following manner: 
schizoid** withdrawal and memo-ry; character disorder and intellectual maturity; 
character disorder and hyperactive style; borderline psychosis and visual, 
efficiencyv" and somatic complaints and visual inefficiency. ,. - ^ * 

Another type question which has been, explored. in a . semi-research' ; 
context ^s concerned with the most advantageous envirpnirfeht for the dis- . 
turbed child. . Carleton (1967) compared three delivery systems: the day ^ 
school progimm^ a homebound program for children with probliems- too severe* ''V . 
for the day care pr^ram, and an itinerant teacher program for studenfe ^* / 
enrolled in regular classes but who require special work in small groups. 
If the project is evaluated in terms of thjp incre'ased:- demands ' for -^dmiss ion 
into the program, then this was indeed a success since the enrollment went 
from^seven in 1965 to ninety in'\968. All children retiirned to' tJieir regular 
classrooms* but their subsequent ability tfo 'function in that. setting was not-' 
always adequate. No comparative assessment of the three methods' u§ed was 
available. * . ^ 

^ J the COVERT School project (Klein et al, , 1967) was also designed to 
evaluate alternative educational approaches for emotionally distiiirbed. chil-^- 
dren. Six p)pocedures for meej^ing the needs of an estfimated 3%:to 14% the 
school population exhibiting emotional distyrbanbe were used: a residential 
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' s^hpcyB^ day scJhooI, programs, a group-tutorial approachy a 

suppiBf 'teache^ for child^aren-^iri regular classes, and recreational therapy. 
•"^ Evaluative records (e.g^^^fendance, number of sessions, number of parent 
contacts, total group changes, etc.) were kept, but no quantified statis- 
tical analyses were reported. 




Finally, Greenberg and^^wa^ (19W) explored the use of the group 
home, a single family dwelj. i-th f our^ to fiVe children living 'with- a 
couple, as a transitional emotionally disturbed children who had 

.been discharged, from residential care/^eatment but were not yet ready -to 
to their own families. The experience was reported to have proved 
^^^^^[al.for 41 of the 59 children. 

2.3.3 Research with Emotionally DiSturbed-Mentally Retarded 
Children and Youth . In dealing with the. problem of mentally retarded and 
. emotionally disturbed children and youth,, it is appropriate to begin with a 
..discussion of the difficulty of separating the descriptiops of these two 

handicapping conditions. There is a strong case, for developing a common ^ 
: .s^ 6f concepts with which to organize and classify the phenomena which 
characterize both of these hcindicaps. 

Many specialists working in the field of mental retardation are extremely 
lanhappy with the classification of levels of retardation on the basis of a 
psychometric measure of performance on intelligence tests*. ' However, the 
periodic efforts to introduce multifaceted criteria which would give some 

. / weight to persbr\ality variables have been consistently rejected. The systems 
currently in use are described primarily in terms of cognition wherea$ 
emotional disturbance is defined in terms of personality variables. This 
tinds to foster false . dichotomies ^ and there is a need to recognize that 

-^retarded children are also influenced by SQ^ial-emotional ai^d attitudinal- . 
motivational variables (Milgram,. 1972) . \^ ^ - " 

A further complication i^' tha^^ny . of the; behavioral (symptoms of 
mental retardation are^ similar t:o those whic^ are characteris;tic of autism, 
and many autistic Children are also often said to be^ retarded. In many ^ ^ 
areas of the country the primary diagnosis • i-s^dependent upon what type of 
services are most readily Mailable; since there are usually irtore^facilities . 



for the retarded', autistic .children- >re often classified as mentally retarded 
with emotional <li'sturbaI)C^ $ts a seconciary heindicap , and little attention is 
paid to whether the autisiiic child, if reached, would h-ave the capacity for 
normal mental functioning';^/ , . V 



Ttie litferature review yielded only a^ew studies with mentally retarded 

children who were also characterized as emotionally disturbed. Of these, 

four are concerned wltl^ 'the application of beh^avior modificatioh techniques 

. ■ ' ^'('.''» 'i ^ 

to eliininate stereotypic and hyperactive behaviors.^ In a study IdV Boards 

an-d Lilly (1966)', operant conditioning was used to improve the mealtime 

.■ ft 

behavior of 26, assaultive female patients with IQ's of 5 to 25, maintained 

in a closed warc^^at Fairview State Hospital in California, All* sUb^iscts 

were ambulatXDry ,and hyperactive with little verbal language; all but three 

were self-feeders, Conditioninj^included changing mealtime procedxires^by 

inviting groups of patients into the dining room instead of admitting only 

a few at\a time*. Satisfaction of hunger was used as the initial motivation 

and food as the reinfqrcer. Mealtime behavior iinproved significantly, with ^ 

fewer supervisory employees/ needed, however, the improved manners at meal- 

' time did not transfer to more acceptable behavior in other daily activities. 

- Twardosz and Sa'jwaj (1972) used a prompting and reinforcement procedure 

• . J. ■ . 

to* brain a severely retarded hyperactive preschool boy to sit still. S£tfting 

was significantly increased over the course of the Acperiment; however, an 

une^fpected side-effect was an increased abili-ty.;. of this child to use toys 

"<^d to remain close to other children. In addition, the child decreased " 

yf^t Pasturing mannerisms while retaining normal walking behaviors. The results 

^- of this study' demonstrate • that operant procedures can be designed to address 

several behaviors simultaneously, and thus to maximize the teacher J s effective 

' . '* • '''' 

ness. . / 

Two experiments wer'e conducted by Mulhern and Baumeister (196*^ to ' 
determine the ef fectivJfcess of reinforcement procedures in modifying stelc^o- 
tygic rocking 'befr^iors in two untestable, non-verbal retarded males . /O^ 
conditioning techniques were used to eliminate .rocking and to produce sitting- 
still behaviors. ^Ver^sive noise was associated with movement arjd rein- 
forcing li'ghts and candy were contingent upon sitting still. The overall 
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if feet of the treatment was a reliable reduction in the rate of stereotypic 
activity for each subject. 

^ In a controlled experiment using 94 pairs of ret;arded children, where 
one of each pair had severe hyperactivity problems and the other did not, 
the hyperactive group was found to have a notably higher incidence of <:en- 
t#al nervous syatem damage or dysfunction, residual speech defects, ^^id;/, 
convulsive i^eizures (Jenkins and Stein, 1971).^ Hyperactive children ^in the 
study. had lower social quotients Vid fewer we^e completely toilet ' trained 
than in the non-hyperactive group. Additionally, 4he hyperactive gtoup 
were more destructive, withdrawn, assaultive, overanxious, and fearful. •. 
Evidently severe hyperactivity unfavorably affects the prognosis for'; ■ 
behavioral adjustment of retarded children. This poor prognQSi^ is exac- 
erbated by the fact that disturbed retarded children are ^r*equently/ r©^^ected 
from the community and placed in institutional setting^w\ere 'tJ^ 
tional disorders go untreated, although there ar^'^ effect iy^ > 
treating many emotional problems (Menolascino," 19.72) . - . 

' V. / ^ 

group of normally actjje children with 'tk^same "^^gree-of retard^^i^^ 
(Tizard, 1968) . Observations macie during 

that the overactive children mov&d about si^g^^flcant]^^ - 
rebuked more often nor did they revive more ^ " " " 

They were not more aggressive than the control 

friendly contacts. The classical hyperkinetic\ s^drome was hot^ . ob^^ed> v 
but there was a very wide .range of variation in p^&|||^al^ti5^<^Ji^ 
evidence that these children had suffered 'a diffarerlt type o¥^i^fp 
than found in the control group. 

2.4 Me as urement ^ 



9 \' 




Bec.a^iise there has b^en no analcSg ' to the intell'ig^i^e -^St^tb i^3y.as> 



aln objective ^basis fbr classifying emotional disti 
' 'effort has gone into the development of screwing 
few- of the relevant studies, those which have agpeaif^ In tri^^^^i^^ 
literature are included here. ^ v ^ ' v-^«t . ^-^wti >^ i -P" 
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Saunders (1972) reports the development of a teachfr-administered 
.procedure for screening, identifying, arid diagnosing>^ (§Jb>f emotionally 
"^ji^^^^ children in rural elementary schools. . It cai:>\be' administered by 

" ' iv^lv' ^^^^ clasgrobm teacher under, the sqp.e vis io][i of a trained SID coordinator. 

.The procedure uses two ins truments,. the Lambert ^ndj^^Bower Behavior Rating 
of «»Pupi^6 and the Burke BehaHor Ratin^^^^ . These provide diagnostic 
evaluatipn cufid prescriptions for specif ic e^icc^ional program each 
child. ' * " " , V''^^': . ' 

In order to ascertain the efficacy of screenil% procedures for emo- 
tionally disturbed chidren in a two-county rtiral ^rea in East Central 
Illinois (Schultz et al. , 1972) , the Lambert and Bower scree^iing instrxament 
was used, together with a behavior problem checklist developed by Quay and 
Peterson. All the third and fourth grade- qhildren were observed and used 
in investigating the valic^ty of the procedure. No effect of bias resuj-ting 
trom interpersonal compatibility was demonstrated, but. there was- a low order 
relationship between children identified as potentially disturbed and the 
frequency of problem behaviors. 

A rigorous instrument development study was carried out by Fink (1971) 

at Indiana University. In response to the need for more precise analyses 

of the complex educational cuid psychologicial processes in special classes . 

for the emot^^ally disturbed. Fink ^e&tribes ah . interaction cinalysis 

^ system for rating teachers.cmd stude™Ppwi thi^ several categories of 

behaviors. Reliability rating^ of . 8?^v>ere reported 'after^^ljip ^system was* > 

tested in 15^ classes for emotionally 'disturbed children. ^; 

■ ■ ' ■ ■ " ^ .... 

Perhaps the most comprehensive and well documented effort at,:,^aling 

emotionally disturbed behavior, particularly of jtounger children, is, that r 

*'Of Kohn cUfid Rosmcin (19 73). Their approach hypothesizes a two-factor bimoda^ 

''^model of emotional* disturfe^ce. Factor 1 consists of interest-participation 

VOTsus apathy-withdrawal cind Factor 2 coopjeration-coiriplicmce versus anger- 

' Y y.defiance. Xhere ^re two separate scales: a problem checklist and a 

c'bti^etence scale. The problem checklist consists primarily of items which 

*y reflect deviancy , ' such as temper tantrums and other types of aggression, 

♦ acting-out, or withdrawal, passivity, or timidity. The ob'server enters a 

. »T|c^ing in terms of whether the behavior is very typical, somewhat typical of 

/ ' 77 ' 
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' not at, all typical of the parti cuiaj^'.,^!^^ The items are coded so that 
^two separate scores are obtaine^. VA^^^i^ score on the clinging, fearful, 
repressed items indicates the extreme pole of Factor 1, which is apathy 
withdrawal; a high scor^on the destrtictive , fighting/ and ^hostile items 
* indicates .the anger-defiance extreme of Factor 2. It is the checklist 
which relates most particularly to the emotionally disturbed child. The 
Competence Scale * is^-used primarily to determine the level of functioning in / 
child-teacher, child-child, self-car.e, child activities, an'd transitional v. ^ 
areas. A low score, or the relatively infrequent occurrence of the negative 
behaviors, would infer behavior at the positive pole for each of the two 
factors. * 

Over smrer^l. years of , investigation, 1,425 children between the ages 
of three and seven years were observed in a variety.^of treatment settings, 
and a great deal of refinement of the scales was carried out. The final 
factor dimensions l?kve been effective in differentiating disturbed from 
' "normal clffldren. Specific findings made it possible to characterize the 

disturbed group as including^ significantly more males than females and . 
significantly fewer childreji from intact homes. It is interesting to note 

"that girls show predominantly Factor 1 pa.thology (apathy-withdrawal), but 
only those who showed Factor 2 pathology (anger-defiance) were likely to . 
be referred for treatment. With b^'ys the frequency of both types of \ '" 

" pathology was more nearly equal. 

There is a noticeable lack of evaluative assessments in a^y 6i 
reviewed here, andf^^ven those ilfti'ch claim to be experimental stj^ai? 
. extremely weak or non-existent analytical designs. An "experim^hl^gfc;.^^ ^ 
environmental adaptation? was .reported by Flint (1966) . Staff mei^eife^.V' T^^^^ 
rated the- 83 children at" the Mcffi^^Inf ants Home on "secur.ity scales • 
^ approprait^'to the child's age" * and found that children gradually "became 




comj^te^x^u self-hel^kill^ After 15 m<jnths, 44 children had been ^J'!^^^' 
retdirned to their homes or pl^'ced in foster homes. Five case histories . 
wete ^lso reported.' Bilsky 'il970) reports ttM|. attempt to evaluate a teacher^^^^ 
ratilig ajg^/ observation, technique used in a preschool program. Nine boys^ 
and twdgirls were the basis of the statement that the observation prcM- . 
dure'was useful for evaluating similar -programs . 

. 88 ' 
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Closed circuit TV technology was used to evaluate a program for 
emotionally disturbed children in the 6 to* 13-year age ..range (Higginbotham, 
1971). Video tape films of many of the school's. 200 children were taken^^^^o"" 
that teachers could observe their own behaviors, and also for pub'lic rela- 
tions and dissemination purposes. However, no analytic plan for using any 
of the findings were reported. ^ 

: ■ ' / 

With the exception of programs which utilize behavior modification 
techniques' and which tend to support the effectiveness of their procedures 
by experimental analyses, only one objective evaluation of a therapeutic^ 

program for emotionally disturbed children was encountered in the literature 

#■ ■ _ 

surveyed for^ this report. This was an evaluation of An Exempla'ty Program 
of. Special Education for Handicapped Chil^iren (1969) funded under Title III 
of ESEA. Evaluative criteria were used by both internal anci external 
evaluators- Data include standardized test scores, detailed case studies, 
and obsej^ational techniques and information on comparison groups. 

2.5 Guides to Providers 

A limited nun±)e'r of listings which cite only providers for emotic^a^ly, 
turbed children and^-yb\|.^h were reviewed. Among these are: 

Garfunkei (1970) Handbook of facilixies for emotionally ^ 
disturbed arid socially maladjusted children ahd ^ 
adolescents; , ^ 

^ Hirshoreri et al. (19*fo) . A siirvey of public school 'Special ^ . 

>j.jeducation programs for<f6ii;iationally disturbed children; / 

Hoffman (1969) Resources and referral handbooks Project 750; 
^ ' and 

Pappenfort and Kilpatrick (19 70). 'A census of children's 
residential^^ institutions in the United States, Puerto 
Rico, and the Virgin Islands, 1966. Vol&e 4:- Insti- v« 
tutions for emotionally disturbed children. 
• < 

2 . 6 Bibliographies , 

'< there' .are severel recent references which consist of compendia or col- 
■ • 

lections of articles which deal with various facets of treatment , z^^habili- 

tat ion, and education of emotionally disturbed children. Since 1956/v the 

. . ^ . 

Children's Bureau Clearinghouse has listed 842 research projects in the area 
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of emotional disturbance ( Research Relating to Emotional'ly Disturbed 
Children ; 1968) , and a Bibliography on Emotionally Disturbed (1970) was 
published by the Michigan State Department of Education. 

A great many studies liave demonstrated the eftectivehess of behavior 
modification procedures with emotionally disturbed patients. The Excep- 
tional Child Bibliography Series has collected 81 references to such 
studies ( Behavior Modification , 1971) , and Graziano (.1971) has edited a 
CQilection^of 39 papers which demonstrate that behavior therapy is success- 
ful in producing desirable ipehaviors in schizophrenic, autistic, and psy- l 
chotic children. ' * * 

' Faas (1970) brills together 34 articles concerned with identifying, 
understanding, and educating emotionally disturbed children within the 
public 3bhcx>l. It is dubious whether severely disturbed children will be 
encountered in this context. The book by Harshman (1969) deals with the 
ways school systems serve t^e -emotionally disturbed, including special 
dlas^es, residential-^'J^ters, and special curricula ^and techniques. 
Shean il971) has Edited a collection of 29 papers which ddal with /Studies - 
on'Si^ssificatiori, as well.aJ a varie^?y of specific character disordeir&v.^^ 
Although these are not of particular int^st here, the presenta1:ion of con- 
flictring theories of neurotic patterns in terms of psychodynamic processes 
versus operant 6onditidlSip^ provides a liseful framework forjonderstanding 
much of the literattire in this area of haiidicap- 

Among the many ,selecti,ve';^l^ibliog^^ the aegis of 

the Count^ii for Exceptional Children are three which are specifically 
cbncerned with the emotion'ally disturbed. One entitled Mental^ealth was 
published in 19 7^ Emationally Dis\urbed--Prograins and. Etaotionally Disturbed- 
Research were published in 1972'^f 'The latter;.f^||^^ese^ all_^ items on 
«thtese topics listed -in the (^i^cil's Exceptio^af'-'hii^^dh^ Inforrtation Center . 
^•aA of July* 1972. * ' ■• %> • . 

,, Bryson. ajTid Hi;ngt<^i^n (1972)';uhave prepared an annotated bibliography on ^ 
:$arly childhood psyj j^iosis^ ^ ^4p^ includes writings on infantile autism, chj Id-, 
hood sc\ii.7.opi±^^^'i/(f^^^ disorders. There are .424 entries, among which 
books, journal- articles, arid ^^pi^^nijb ai)d-i:£s6arch reports dating from 
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1964 through the middle of 1970. For earlier work, these authors recommend 
the bibliographies ^f^Goldfarb and Dorsen (1956) and Tilton, DeMyer, and Loew 
(1^66). ^ • 

Finally, Tompkins and Allen (1968) have Condensed a series of addresseis 
related to treatment, rehabilitation, and education of severely disturbed 
children. . " 

2.7. Autism \ w 

- — ^ * , ■ . • 'I 

2.7.1 Problems of Definition and Classil£ication . Childhood' 
schizophrenia and autism are terms a|)plied to patterns of observed t>ehavior 
which vary, so extremely from the normal that they are classified as psychotic. 
Because the etiology <jfe this psychosis 'is uncertain, the literature on 
childhood psychosis, which includes both autism and ,Sjdiizophrenia, is replete 
with confusion as well as withVcontradictions • Thus ^e precision of both 
terms is extremely limited; frequently the same set of '•behaviors is given 
different names and different syndromes bear the same name. 



Ihe term "autism" first, ^tered the liWratxire of psychopathology 
in 1942, ^hen Kani>er published his now ' clalsical arti^jle. His criteria for 
diagnosing the syndrome which hg called "early inf^1:ile autism." we^^e: 
extreme self-isolatiqjjjj^, :^mpaired copnunlc^^n S's demonstrated either by 
echolalia or muteness, obsessi've'^ insistence on the maintenance of sameness, 
and fascinations j^jjP^ object's accompanied by a disinterest in people- For 
the n^xtl 20 years, until the wor^ of Ferster ^d Lovaas, the study and 
treatment-of autistic children 'was under the aegis of psychiatrists and 
psychoanalysts, the etiology ol^^the patholo^^h.eing tied to psychogerrttc 
theory. . ^ ^. 

A brief history of the. clinical recognition of autism is included in 
atter's 1971 introduction to the proceedings of a'syn^osium on this topic. 
Rutter attributes the difficulties in classificatibh to the variety of dis- . 
ciplines concerhed, including pathology, pediatrics, psychotherapy, and 
psychology. However, after reviet^ing over 31S^eferences to ^arly childhood 
psychoses, Hingtgen and Bryson (1972) note that ^the description of the 
symptomatology Ts rema;:kably similar, in spite of the variety of diagnostic* 
systems used. In. a more cynica^L veir^ Despert (1971) remarks that the. current. 
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worldwide, recognition of the syndrome, which was unnamed and virtually 
unknown just 30 years ago, reflects not so much increased knowledge as • 
greater confusion. 

Tustin" (1972) presents ^ classification system which depends to a 
great extent on the psychoanalytic^ formulation. Thus, "abnormal primary 
autism" is the abnormal prolongation of the normal autism of infancy and 
occurs as a result of inadequate early nurturance ; ^"encapsulated secondary 
autism" is said to occur as a "defense against the panic associated with 
unbearable body separateness; " and "regressive secondary autism" ife charac- 
terized by a return to infantile behaviors after normal development has* j 
occurred. Lauretta Bender (see Goldfarb, 19 tO) does riot accept autism as 
a separate category of mental illness, but her scheme for classifying 
childhood schizophrenia included a description of children with "autistic 
or regrel^fe^e withdrawal, " as characterized by developmental arrest, 
homeostatSt response, and inadequate biological-regulation. Similarly, 

0» Gorman (1970) outlines nintf«yilagnos'fe$^: ctiteri^ for the ^^a^^ 

.... f ■ ^ ' ^ ' , 

which he views as synonymous with schizophrenia. Somewhat' vaguely , h^ 

describes schizophrenic withdrawal as one of a series of alternative, 6on- - 

secutive, or coexistent mechanisms thtrough which -the child seeks to adjust 

himself to his environmeri^t. ' - 

Wing (1^6) carefully differentiates autism, schizophrenia, and child- 
hood psychosis!! He describes autism as a set of functional abnormalities 
and communication disorders" which result .from the child's: inability to make - ' 
meaningful* patterns out of sensory'stimuli . Although Rutter (1970 a and b) 
conceives the condition as a disorder^ of cognition and perception, with 
impaired social development as . a secondary' cpnsequence ,'• hi$"c^t^ 
identification are, very similar to thos^;g*;Xjanner. : Theyyinclude diffi- 
culty in forming human relationships, severely 'retarded JLaAguage development, , 
the piresence of various ritualiSrtie/:#Jid compulsive phenomena including a 
phobic reaction to change, and self-mutilation and hyperactivity. In addi- 
tion. Wing (1^66) notes a high frequency of difficult premature , and Caesarian 
births among the population of autistic children. ; 

These fipi|ings seem to be related to the etiological, theories tha|.j^^^^ 
developed if^arpling autism. Wing, for example, uses the gex ^distributi^ > 
V ' " QO 
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and predominance of difficult births to suppoyt his hypottiesid that the 
autistic* s "inability to make sense out of sensory stimuli" is in fact the 
result of a disorder of the central nervous system. Implication bf the central 
nervous system is also explored by Kugelmass (1970) , who discusses various 
neurophysiologies psychogenic, and biochemical etiological .theories lander** 
lying autism. Goldfarb (19 70) cites a number of earlier studies which • v 

attempted to link the presence of autism, or any other childhood psychosis 
to abnormal parenting. This approach , reflects the eSrly linkage to psycho- 
analytic theory. More recent research has demonstrated that parental 
psychopathology is not as important a causative factor, as had been originally - 
thought. Most of the current work with autistic children addpt^s. cuni" eclectic 
view, but one in which the behavioral component is predominant, • ' 

^' '2.7.2 Prevalence Studies . The demographic and incidence-^ / 
statistics avail^le on cliildren diagnosed as autistic reveal several 
interesting patterns. Hamblin et al. (1967) report %hat autism is more ? 
common than either blindness or deafness, and that gf 500,000' severely 
emotionally disturbed children in. the United States , approxiamtely 10,000 
are autistic. Rutter (1970) cites the following: ' 

• about 3 or 4 of every 10,000 children are atitistic; 

• the condition is approxijfh^tely 3 or 4 times ife^-* - 

' frequent in i)oys as it is in girls; - ' ~ 

• children from middle i'class families are more likely ^ 
tb be autistic than tl>ose from less affluent families; ^ ' 

• the intelligence levels, of autistic children vary from 
untestaiDly low to normal or even abbve normal; and 

, : ; • there is a great^ variability in iVitellectual' functioning, *" 

2.7.3 Resea^rch and Demonstration . A substantial amount of resear'ch 
has been carried <5ut under the rubrics of both a'utism and childhood schizo- 
phrenia. The Council for "Exceptional Children, in the Exceptional Child 
Bibliography Series, devotes one of its reviews to the subject of Autism 
(1971). This reference includes 47|fcitems f^^bm research reports, journals, 
con^^rence papers, program guides,cand text books concerned with various j^i-. • 
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aspects of autism. Although .Goldfarb (1970) does not elect to treat autism ^ 
as a separate diagnostic category,, he reports a number of experiments and 
tests, conducted by himself and other scientists, on dimensions related to 
sensory-perceptual abilities or ^deficits, and cognitive functioning. The 
overall findings suggest that while. the peripheral sensory intake struc- 
tures, are qj^rdinarily intact in-' psychotic- children, their perceptual response 
.ablifities ire significantly lower than those of normal children. 
%^■y■'^^eres<i\^Ls 2ire s^Llar to those, reported by Metz (1967), suggesting - 
that autistic children prefer, and will act to maintain* h/gher than normal 
levels of stimulation. On th^* other hand. Pass ler and Bifyant (1971) ^ 
report signf^ant improvement in the attention and performance of autistic 
children when ear protectors are used to reduce auditory input- Goldfarb 
(197Q) relates this high sensitivity to noise levels to an aberration of y 
sensory dominance and normal hierarchical structuring of sensory percep- 
tions. In the research efforts summarized by Goldfarb, schizophrenic 
children were fovind to respond most to light, next to touch, ,and least. to 
sound. Accordingly, Hermelin and O'Connor (1971) hypothesized that this 
phenomenon might be a factor in the impaired speech of psychotic children. 
Heifmelin and Frith {"^'11) report father research on perception, memory, 
and language which shows that autistic children l>ave difficulty in per- 
ceiving tfie contend and "structure- of meaningful, ordered sequences . Typically 
the 'response pattern is one normally • found only in random, or unstructured 
situations. " • , ' " * ^ \ 

Much of the/«^slarch on psychosis " in. children has been directed at 
identifying their characteristic traits through comparisons with' non-autistic 
.children. .%In one such study, Wolf et 'al. (1972) report that the mentally 
retarded children were superior to tAe atttigtic children in communication^ 
vd^kli,zation, and ie^ressive speech t^^i^>ho»<ed.be.tter .relationships 
with adults -and a |fconger drive for mastery. results further -sugg^l . 

that fragmentation, compattinentalization , |nd lack of 'generalization among-. : 
iceas of functioning are^f actors specific to the autistic process. . " ^ ■ 
Other rese,arch studies involving comparisons of P?ychotJ*^:^^d.-.iB^n|aiy 
retarded ^ildren were conducted by Goodwin^ and poodwin XiS^B 
intetoret their results as evidence that autistfc%iidrei^^>:^^e'ti||il:Iy 



misdiagnosed as retarded, but in reality tl\ey are neitlier incnirable nor 
inedpcable. While the. difficulty .of administering tests to '5^i;5:tic /chil 
dren renders s.uspect many assessinents^ of intellectual functioning with this 
group, Alpern (1967) has demonikrated the virility of psychometric measure- 
ment with the Cattell Infant Scale. DesLauriers and Carlson (1969) in 
a comprehensive discussion written primarily for parents of autistic^ chil- 
dren/ also mention the problems inherent in testing and advise a cautious- • 
interpretation xDf test results. Hutt and Hutt (1969) report a series of 
studies in .which reactions of autistic children are examin-ed in a variety 
of situations. The first study showed that their, behavior became increas- 
ingly pathological with increased situational con^lexity. A second study, 
comp\y:ing social behavior among autistic, brain-damaged, and normal children', 
demonstrated that autistic children became increasingly withdrawn whereeis 
the brain^ damaged chi^^ren in the largest ^roup exhibited aggressivi^ behaviors 

' * Tl>e third study involved the e;|cposure of each of these children to ^ novel 
toy. Itie normal and brain-damaged children showed great interest in the 

\ new object during the first two or three exposures, while it was not xintil 
the thiird or fourth time that the. autistic children saw the toy that they 




stopped actively avoiding it- 

. - • ' 

Research on autistic and schizophrenic children is heavily weighted 
with studie.s invplving.the use of (behavior modi^f ication techniques. Lovaas 
et^l. (1972) repor^on one experiment in \fhich the Stanford-Binet 'Intel- 
ligence Test and the Vineland Social Maturity Test were used to measure the 
w effects 9f a behavior therapy program eit^asifcing lang[uage training with 

20 autistic children. The. treatment .was desi.^!f)i^ extinguish pathological ' 
behaviors through withholding of positive r^riforcers or presentat¥l)n of 
aversive stimuli, or reinforcement of in'S^ompatible behaviors. . Another. ^ 
technique was the designing of situations in^ which the emitting of the desired 
language behavior would be optimized, thus affordiiig more, ^opportunities for 
administering rewards. Although some children^ progressed more than others* 
all improved to some degree. The children were tested following two years . 
without treatment, and the results showed large differences in retention of 
. th^ learned behaviors, depending on the post-treatment environment. Finally, - 
reinstatement of therapy was found to re-establish the experimeiftal gains 
only in institutionalized childr.en. , ' - ,'>*»^ ' 



using. ar behavior modification treatment also produced favorable results 
with a group of 149 schizophrenic children, aged two to ' five years (DeMyeir#. 
1967). In an experimental program reported by Ward (1970) "both^autistic 
and schizophrenic children were successfully trained using ain adaptation • 
of DesLaurier's "structural .therapy" approach. 

Smolev (1971) reviews the research that haa^ been conducted in the 
application of operant techniques especially in the reduction of self-:, 
injiirioii's behavior. He cites a number of^case^ studies in which these tech- • 
niques have been particularly successful.^ , ^ , 

Brown et af. (196^ describe a six-iftonth' program of reinforcement. 
^th«:^py which dramaticaUy .reduced the gccurrence of n^egativistic behavic^^;" 
such as tantrums, and increased the^ frequency of relevant, functional "^V^K 
flttviors -in a six-year-old autistic boy. Hill (1967) describes^a program 
which the self-stimulatory behaviors of ten schizophrenic and autistic 
chiliipren were reduced, and appropriate behaviors increased, through rein- ^ 
JEoicetnent therapy. The parents were also trained to apply the reinforce- 
ment procedures in the child's day-to-day life. A program- described by ^ 
Goldstein and Lanyon (1971) used parent-clinicians in .the language training, 
of an autistic child. The parents, were first taught the modeling-reinforce- 
ment procedures, and then conducted ifs therapy sessions of 45 minutes 
duration with their ten-year-old autistic son. Following this; treatment , 
definite improvements were noted in the child's language skills .and in his 
ability to commiinicate both within and outside the home. 0> , 

The application •t)f behavigral techniques for ^langiifige training is •^ 
describedvin "a case study prepared by Sulzbacher and Costello (1970) . ^The 
subject/ a- six-year-old child with grossly ^deviant behaviorV_received^ f iye^^^ 
20-minute sessions each wfee)^ FoUowing^three-and-one-half years of treat- 
ment, the child scored at the fourth grade^ level and' demonstrated essentially 
normal language performance. Marshall and Hengrenes (1970) desctibe a 
communication therd^y program fot autistic retarded children. The indi- 
vidualized reinforcement techniques used in this approach are illustrated, 
al-ong with resi4:t$^ achieved in a series of four case studies. „ Wolf and 
Guttenberg (1967) describe a day care center program aimed at developing • , • 
language and communication in two-aind-one-half to five-year-old Autistic 
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children. The landerlying theory governing the program was that the children 
would respond to intensive communication stimulation.- The progrson resulted 
in the meaningful use of words by most of the children. Similarly^ Stark 
et al. (1968) documented the step-by-step progress in' verbal bejiayior 
achieved by a five-year-old boy who was apparently unresponsive to all 
types of environmental stimuli. The child was trained in a five-month 
therapy program. 

Hartung (1970) places major emphasis on the importance~of establishing 
verbal behavior in non-speaking autistic children. To, this end, "he presents 



IS erac 
es or 



an excellent review of the theoreuical bases and procedures or verbal con- 
ditioningf, and a detailed description of the stages' and trends in condition- 
ing verbal repertoires. Finally, he stresses the importance of the role 
played by imitation in the learning of functional speech, ^raziano (1970) 
describes a rather \anique program based on the application of behavior modifi 
cation in a group setting. The participants were several severely autistic 
children who had resisted all previous treatment approaches. .After four 
years of therapy, the children were found to Interact purposefully with one 
another in a class • cind in social situ^J^ons for four-hour periods each day^ 
The ^successful training and use of nonprofessionals as therapists represents 
another- unique feature of this project. 

A group approach to therapy was also the basis for a nursery school 
prbgrcun described by -Auerbach (1965). Autistic children were.-first^ 
treated individually, then gradually integrated into regulax nursery school 
classes. The prograun includes counseling and other seifSrices for the parents 
as well as follow-up services. Frequently it takes up to two years before 
the children can participate successfully in regular classes, and those who . 
are unable to do so are referred to othfer treatment centers. A behavior 
modification program aimed at integration of children in the regular class- 
room is reported by Hamblin et al. (1^67) to have achie^>ed its goals in a 
much shorter time frame. They%ypothesize that the syndrome is a "set of , 
habitual response patterns maintained and intensified by exchanges which 
are inadvertently structured by others in the child's environment." A 
seven-stage program, based on the application c^f "exchange therapy," is 
recommended in order to reverse or replace these patholo^cal habit patterns. 
The process relies heavily on standard reinforcement procedures, with the 
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>arents drained to serve as assistant therapists at home and in the ..classroom.. 
'Exchange therapy" is purported to be so successful that children can be 
)laced-^n a classroom situation within six to eight months. , • 

; ". The final report of a three-year project (Ferster, 1968) includes a 

tetailed account of a treatment, and education program in which- techniqi^es of / 

)o^ experimental psychology and operant conditioning were used with autistic 

Sildren; Fers'ter's report descSiaes the project and the children and provides 

Lnforination on the materials and procedures used and the staff training 

irogram. The application of structural therapy and the role of reinforce-^ 

nent within this approach are described by Handford and Ward (1969) .. 

- . ^' * 

In addition to these applications ^f behavior modification techniques, 
:he 3,iterature" also contains^ descriptions of programs based on' oth^.^thera- 
ieutic approaches. The model described^by. Schopler and Reichler (1968) 
jmploysamore psychoc|rnamic orieT^tioh. In a clinical setting, parents 
abserve therapists and serve as coAtherapists . Later, the home component 
3f the program gives parents the responsibility for conducting and recording 
Jaily sessions with their autistic child. > 

Sev^ra:! invest^ators have studied the effect of ^modifying the environ- . 
nent in which the auntie child is treated. Jo^^dfarb et al. ,(1969) , also 
within a psychodynatni^yntext , discuss a corrective socialization approach 
1^ which the child's .environment is modified so -eL^ to provide an oppor- . - . 
tunity to' close "maturational gaps." Another type of environmental" manipu- 
lation is described by Richer and Nicoll (1971). Here A playroom was ^ 
designed to reduce frustration, arousal, and flight behaviors, and to reward 
approach and social interactions. The environmental control -employed by 
3oodwin aAd, Goodwin <1970) .was even more rigorous. They used the Edison 
Responsive Environment, which consists of a cubicle containing an electric 
typewriter, a projector, and^ a programming device that directs or responds' 
to the child's inputs, for both therapeutic and diagnostic purposes. Evidently 
the removal of the social element of the teacher makes this a "more viable 
learning situation for children who expedience difficulty in interpersonal 
relationships.. - ~ 

Elgar and Wing (1969) describe in detail the • approaches used at, t,he- 
Society School for Autistic Children at Ealing, England. ' Distinctions 'are 
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made 'in their treatment among methods to ireduce ^behavior problems^, provide 
formal academic instruction, inculcate practical skills, and. foster appro- 
priate emotional responses and social integration. 

^ objectives, procedures, and problems underlying an educational 
program for autistic children are presented in detail in two articles by 
Rutter (1970 a and b) . Girting the evidence of many studies, Rutter believes 
^ that there can be no doubt but that many autistic children are educahle , 
and that research efforts need to be designed to identify which of the many 
edu/Cational programs described i^? the research are the most effective- 
He ci'tes. three b*asic. principles: 1) -The teacher must gain the child's 
• attention and trust and then provide activities in which. he is" interested* 

At first this may mean accepting the child's obsessive rituals and pre- 
^ occupations, but^soon the range of activities can be extended and replaced 
with more varied interests. 2) To begin with there must be a one'^-to^one 
relatipnship, gradually leading to ^s mall groups whfere the child , can still" 
receive ample InWvidual attention and supervision. 3) The classroom 
environment must be as , simple as possible, and .the program extreme-ly struc- 
tured, with a very precise timetable. . ^ 

. ' ' •' - ' ■ ' 

A major point of disagreement between the psychodynamic and behavioral 
approaches is epitomized in the second sentence under point 1) above. 
That is, the behavioral liherapist will not tolerate the deviant behaviors ^ 
and uses shock and ^y other means at his commcuid-to' eliminate them. It 
is interesting that Rutter, in a later article (Rutter and Sussenwein, 1971) , 
includes behavior mqdification^ techniques in his comprehensive plan for 
the treatment of preschool x^isturbed children. ^ 

3.0 SEVERELY HANEJI CAPPED DEAF-BLIND ' 

^ — . 

3.1 Problems of Definition and Classification ^ 

Although deafness and blindness are in point of fact two separate dis- 
abilities, the presence of one or the other alone, without any other handi- 
cap, is not considered a sufficiently severe condition of handicap to be 
included .in this review- A legally deaf-blind person who has learned to 

V 
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fuuiction in our^ society might not be Considered "severely handicapped" for' 
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the purposes of this study. But what are the levels of impairment of each 
individual sensoj^ handicap ..that , combined, would identify a« person as 
"severely^ handicapped"? If someone is totally blind or totally deaf, what 
degree of impairment of the other sensory modali,ty is • required be fcjre 'that 
person"' s handicap is considered -"severe"?, * , V 

As with the other handicapping conditions, lack of definitional agree 
ment is a major factor contributing to the absence of . reliable demographic 
data. However, attempts at defining deaf-blind persons have apparently 
been much -more successful and produced a good deal less controversy, than 
attempts at defining mental retardation- or emotional disturbance . Salmon 

(1970) cites the definition adopted by the Anne Sullivan Macy Service tor 

' / ■ ' — ' • ■ ■ ■ 

establishing eligibility as follows: 

The term deaf' has been defined to mean inability to 
understand connected discourse through the ear, even 
with amplification. The definition of blindness is 
th^ generally accepted "legal" definition: central 
visual acuity of 20/200 if. there is a field defect 
in which the peripheral field has been contracted 
to such an extent that the widest diameter of visja. 
field subtends an angular distance, no , greater than 
20 degrees. - " . 

This definition is considerably less flexible* than that which was 
adopted in 1969 by the United States DHEW Departmenfof Education , -Centers 

and Services for Deaf-Blind Children: - ^ 

' ^ft ■ . 

The term "deaf-blind child" means a child who has both 
auditory ^d visual impairments, the combinatiop of 
which causes such severe communication and other develop- , 
^ menta,! and educational problems that he cannot properly 
'/be accommodated in Special §ducation programs either for 
the hearing handicapped child or the visually handicapped 
child. , / 

Presumably it would be possible, to obtain an objective, physical 
measure of visual and auditory functioning. These two indices could, then 
be used to set up, a. matrix such that'various levels of disability in each 
mpdality. are summed to determine the degree of severity of the combined . 
handicaps. Such a precise method for establishing severity does not exist 
but this need not interfere with the provision of services.. 
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Since mental retardation* is often an artifact of the deficiency in 
sensory input, the real problem is that unless the deaf -blind child's 
hearing lo5s is diagnosed and measured/ he may be inaccurately c^^assified 
as either mentally retarded and/or** emotionally disturbed, The misdiagnosis 
of retardation in' de^ children i^ especialiV serious because hearing loss 
is more prevalent , in mentally ill and' mentally retarded populatiqn3> Vternon 
and Kilcullen (1972) found one-fourth of the deaf in-patients a^the New^^ *, 
York Psychiatric Institute incorrectly diagnosed as retarded. Three major 
causes of misdiagnosis include: the use of inappropriate tests of mental 
ability, the presence of other handicaps in the deaf which mimic retarda- 
tiqn or confuse diagnosis, and the failure to identirfy as deaf those patients 
with only minimal residual hearing, f 

^ There is also a semantic basis for the difficulty encoxin^ered ^fivalas- 
sifying the multiply handicapped deaf population, Curtis and Donlon (1969) 
reported that the terminology used by professional diagnosticians to desqribe 
the child and his' life situation consisted of 1646 different terms, with no 
term ever occurring more than four times. This kind of descriptive con- 
fusion is reflected' in the liteirature. There are many accoxints of deaf -blind 
persons housed in back wards of mental hospitals and institutions for the 
mentally retarded or agincf, not identified as deaf -blind or plated as 
such. Non-retarded deaf children have frequently been pla^d iiV^public 
school classes for the mentally retarded, ^ 

Not all dijagnoses of concomitant hahdicaps are- ^ptirious, ^t is true 
that many of the d^af -blind are also mentally retarded and/or emotionally 
disturbed and it is difficult to establish which is the primary problem. 
The guidelines of the AAMD specifically state that whfere retardation is 
present it should be the primary diagnosis > although it may be accompanied . 
by a more severe level of disability in another area, for example , ..moderate 

retai/dation with 'total blindness or deafness. The classification of retarda- 

I 0 

tion would teike precedence. 

> 

A prdfile of the multiply handicapped deaf person wa^ constructed by 
Bolton (1972), based pn obs^yations in a rehabilitation center. The 
detailed profile characterized the syndrome as a composite of severely V;; 
limited communication skills, emotional immaturity, low academic achi^evement , 
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secondary* disabilities, and poor vocational preparation. Robbins and 
Stenqviist {196V);- in *a study of cliildren with a preqatal history of maternal 
rubellaT'include retarded mental development, inappropriate classroom 
behavior, protosymbolic behavior, and light gazing and other obsessive 
traitsr- as id|^ifying characteristics. - * ■ 

At Parsons State Hospital and Training-Center, in Kansas, data were 
collected on 638 mentally retarded children between 6 and 22 yeaars of age 
(Lloyd and Reid,' 1967). Pure tone audiogra^is could not be obtained from 
1^6 children wl>^ were classified as -'difficult to test." Of the 482 tested, 
,136 or over 28%: could be considered liearing impaired. The additional find- 
ing that the more profoundly retarded seem to have grfeatei: hearing loss 
throws some doubt as to the validity. of the study since Rosenstein et al. 
(1972) have dempnsti;ated that pure tone audiometry is inappropriate, with 
deaf mentally retarded children. ) ^ ^ 

Vernon (1969) also studied multiply hart^i capped 'deaf children and • 
cautioned that the behaviors previously attributed to the condition of 
peing deaf may be an interaction of -deafness with other central^ nervous ^ 
system pathology. Prematurity, brain dama^ge, Ph factar, and rtibella were 
identified as causally implicated in many of the major' types of physical 
and psychological anomalies in deaf children. "^All of these are associated 
with disturbances in the riormal development of brain functioning. 

3.2 Prevalence Studies 

Arcensus survey conducted by the American Foundation . for the Blind in 
19,66-67 resulted in a register of , 77'? childj;eriy with vision and hearing im- 
pairments (Wagner, 1970) . These children were recej-viisg services in deaf- 
blind programs, other ediicational programs, at home, or in institutions for 
the mentally handicapped. Another census-type study carried. out in 1969 
(Hammer, 1970) irl Arkansas, Louisiana, Oklahoma, and Texas^ canvassed 279 
teachers, 85 United Fund agencies, 12 caseworkers, 20 education service 
centers, ^d 10 parents. From their responses Hanmier identified 454 deaf- 
blind children and adults, of whom 22 were in residential schools for the ^ 
blind, 142 in residential schools for' the mentally retarji&d . (-although these 
may or may not have had the additional handicap d^^^Tetardation) ', 12 in day 
*school, and 312 at home. No services for persons kept at hotne'^ere reported. 

• ' • . ■ ' - . Vv ■ ■ 
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■ As a result of a statewide surve^y to determine the -parameters of" 

the problem of deaf-blindnes^^ in Mic±tigan (Harris, 19 72), 52 deaf-blind 

.persons, 0-25 ye^rs oJ|^96# were identified as being in need of special * 
education services. number represents an inci^dence rate of 12 per 

million for this age group. In>^|^addition , there were five deaf -blind persons 
with other ^erious handicaps. ^ ' ^ ^ 

: .One of the first 'surveys conducted by the Dedf-Blind Regional Centers 
'^^antona, 19 70) identified an ^st|mat(Bd 2,400 d6af -blind children in need 
of services. However, tlie Bureau if Education for the Handicapped reported 
^ '19^3 that over 5,000 deaf-blind 'children h^d beep located. - 

The blind and/or deaf oftfen suffers from concomitant disabilities. 



child. . ' y/ 

*The San Francisco Hearing anc^ Speech Center (Lance, I?67) indicated 



In a sxirvey carried out by Gr^am (1967) , it was found that over half of 
the handicapped population sailed had\two or more disabilities, including 
visual impairments, hearing impiji^rmfentsj, speech 'gK>blems , brain damage, 
ceiebral palsy, and emotional pr^^ilems, \ About the same time. Wolf (1967)' 
■polled the chief administrators bf 48 r^rsidential schools for the blind. 
According "^o their -estimates., 25% of the ^otal population of almost ^,700 
children were mentally retarded, with an average of 3.18 disabilities per 

that 984 deaf, children under the age of 15 had at least one other major 
handicapping. condition. - When this^ .estimate is corrected to 'include the many 
unreported cases, and also to take into consideration the fact that over ^ 
1,000 children affected b^ the rubella epidemic of 1964-65 were at that 
time under six years of iage, it can be seen that the figure cited was a 
qross underestimate. " . 

Lowenfel^i (1968)s^found that of 940 multiply handicapg^ed^blind and 
240 deaf-^i^d children under 21 yea^fs of age receiving" services from the 
Califom^ State Department of Education, Division of Special Schools and 
Servibeg, '32% were described as severely menfcally- retarded, 10% as moderate 
and 4% mild. No data were reported on the remainder of the sample. 

^' Based on information in the cumulative record folders of 1,632 pupils 
in sijc/schools for the deaf, Anderson and Stevens (1969a) ^estin^ated that 
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40% of the multiply handicagt^edi' deaf were inentally.^retarded. Power anTf 
Quitley (1971) cite figures which^ indicate th^t 30% of deaf children^have 
pne' or more additional disabilities. This is considerably more conserva- 
tive thart Leach (1971) , who surveyed 258 organizations for the multiply 
handicapped visually impaired child and determined that,.^t of a combined 
' .popalation of 3,443 multiply handicapped children , over a third were^ ^ 
totally blind. He found that the average child had 3.28 handicaps. The 
most common ccHiditions we^^e visual impairment, mental retardation, speech 
disability/ and emotional disturbance.^ 

. ^ With regard to the latter disability , a survey of behavioral problems 
^ 'in deaf schqol-age children at a state residential school for the deaf 
(Meadow and Sc^lesinger, 1971) revealed that 12% of the residents were 
considered by teachers and counselors to be serioi^ly §moAionally disturbed, 
and 3% were thought 'to be mildly disturbed. These resultfe werfe confirm^ed 
"^y an informal census of day programs for the <i^f which indicated that 
the proportions of severej.y and mildly disturbed students were about the 
same. From these data it would seem that the need for mental health 
J services-, for the deaf far exceeds those which are available. ' * 

In the most recent study of deaf mentally retarded children reviewec^^ • 
for this 'paper, Steward (1972) cites prevalence figures which indicate that 
20% to 35% of the 500,000 persons classified as deaf or hearing-impaired 
may be multiply haiidicapped. Thus, over this limited time period^ there 
has been little change in prevalence estimates, which continue to^ range 
from 13% to 49%. Clearly t the incidence "of sensory deficits and other handi-^ 
.c%ps in the retarded, and conversely that of mental deficits in the visually 
and auralTy handicapped, are considerably higher than in the normal popula- 
. ,tibn- ' , 

However, before turning from this section on prevalence statistics, it • 
should be noted that, in their review of recent literature on children with 
both handicapping conditions, Anderson and Stevens (1969b) make the point 
/^that prevalence data 'are inconsistent due to the lack of agreement as to 
^ terminology, problems in assigning priority to one of the two concidrrent . 
disabilities, and lack of appropriate f acilities^for the deaf mentally i 
retarded. . , " * * ^ * 
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3-3 Research cind Demonstration 

The literature on the deaf-blind reviev^ed for "this ^pojrt^ reveals . a#i < 
almost complete absence of rigorous experimental ^'research "On educational or 
treatment issues! Ash croft cind Harley (1966) h-ave reported on work'y^ith v 
the visually hcindicapped child conducted bewteen 1963 cind 1965, and Greene 



et al. (1969) assembled a ^iist of both medical cind educationeL^ re4outce 



materials which are expected to be of help to teachers working wich multiply 
hcindicapped blind children. The items cover topics such as identification, 
medical aspects, and the development of instructional technology and cur- 
ricula. There are* a numbe;r of surveys which point up ^e scarcity of exist- 
ing programs and the inadequacy of those which do exist (e.g. ^Cidjersori and / 
Stevens, 1970;, Rodden, 1970; Hall and Talkington, 1972), but the majority 
of the articles comprise a collecticftv of reports of demonstration or ex- 
perimental programs, utilizing a wida variety of approaches. This may 
• reflect the idiosyncratic nature of the problems, a creative- flexibility ^ 
in treating them, or an implicit indication .that no one really effective 
procedure has- as yet been developed. ' » " ^ 

iis extremely difficult to cate^rize these writings, even' under the 
two loose rubrics seleoted, i.e. , Curriculxom Guides and Instructional 
Technology and Research and Demonstration Programs. There is a great deal 
of overlap. Reports of curricula and instructional materials often include 
descriptions of programs in which they were applied, and program innovators 
o*ften describe the curricular components of the demonstratior* program. 

3.3.1 Curriculum Guides cind Instructional Technology . A number of 
accounts of techniques used with the deaf-blind are availabl^ in the litera- 
ture. Robbins (1960) provides a detailed manual on the basic^ systems, such 
as Tadoma, Braille , and finger spelling. This 80-page booklet is based on ^ 
the approach developed at the Perkins School for the Blind, cind distills 
the essence of the school's long experience as the pioneer institution for 
the blind in the Un;Lted States. It is a curriculum guide prepared especially 
for teachers of the deaf-blind and covers t:he full ramge of • educational 
pi:ocesses, including self-care skills, ihotor'^development , guiding principles, 
adaf^Gve and intellectual growth, and language development. 
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In his report of an international conference on moaem approaches to 
the diagnosis and ip^ruction of multiply handicapped childreh, Prick (1971) 
•includes a nvmibef of papers which are relevant here. Five of these deal 
with planning and fcievelopment of programs for the deaf -blind, while specific 
teaching techniques are the sxjbject of several others, 

a' radical application of instructional technology in the teaching of 
the deaf-blind is advocated by Guldaget (1972), Strange as it may seem, 

0 

Guldager recomm^ rids the use of videotape for child instruction as well as 
teache;r trainir.j. This is based on the fact that most of those categorized ^ 
as legally deaf\and blind do have some residual hearing' and vision. Video- 
tape is also an invaluable tool for in-service training of -the- personnel 
working with the deaf-blind. 

With deaf-blind children of normal m'ental abilife¥__tl:ie major problem is 
'that of reaching tjie child so as ,to open up channels of communication. .,Once 
these sensory barriers have been surmounted, a great de^. of progress 
toward normalization can be made. It is quite a dif ferent\storSr when j . 
sensory impairment is accompanied by impaired mental functioin.ng. From .the 
educational and rehabilitation point of view, mental retardati^is ky €alr 
the greater handicap. Addressing the needs and limitations of th^mentally 
retarded deaf child, Guppy (1972) presents a structured curriculum for 
teaching language and communication skills as well as for 1^e,de\;^elopment 
of personal ai^d social adequacy. 

Experimental Classes for Multiply Handicapped D eaf Children (1970) ^ 
describes a six-week residential, summer program for educable retarded deaf ^ 
children between the ages of 8 and 12 years. These children had previously 
been rejected both from schools for the deaf-blind and those for the retarded, 
and many had had no formal schooling at all. The object of the study was 
to develop a program for multiply ^ati^apped deaf -blind children for year- 
round use in the Irfdiana School fS: the Deaf . An incidental finding was 
fih'St manual communication (signing) was superior to aural communication or ^ 
lip reading. - . , - 

^^^r.^^^^ work.^hop is' reDoi:»bed in Professionals-Preparation of Teach ers 
of the Multiply Handicappecjy (1971) .^our weeks of a six-week summer institute 
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at the Univ^feity of Pitts*burgh were , devob©4^o the development of indi- 
vidualized curricula, specifically relevcmt toyVhe needs of each of 12 
deaf -blipfrTnent ally retarded children. MQt&r ar)d communication skills 
and adaptive behavior were the principal content areas. 

X 



• 3.3.2 Researc±t cind Demonstration Prograins . A trend toward early 
intervention with deaf-blind childr^ seems to have gathered momentum with 
the 1964-65 rObella epidemi*c. There have been concerted efforts to locaj 
the ^hildren of mothers who had had Gernicin measles during pregnancy aixu to 
idehtify those children who had suffered prenatal damage. Along %#.th/this 
org^anized search has gone am attempt to carry ♦out more precise diagnoses 
and evaluations. 

In developing programs for the rubella victims, three areas mustf be 
considered. The first is that of medical treatment, since mo^ of thes^ 
children suffgr from other hcindicaps in addition to deafness and/or blind- 
ness. Second is the educational program. There is substantial research 
evidence that supports the neep to establish communication 'cK^<|nnel6 aS soon 
as passible, even in earliest infcincy (e.g. Meadow, 1968) . iHl^ally^ there 
is the development of a long-term educational, vocational , or residential 
plan, depending on the progress made during the^^rst educational exper- 
iences.^'; Thus a multi -disciplinary approach whi^:h\coordinates medical, 
psychoeduc^tional , cund long-term, management is essential. (Cf. Stein and 
Green, 1972) . - 



Several trends ccun be ic^entified in the recent literature on'-the 
multiply handicapped-sensoriariy impaired. Related to the'emphasis on 
early intervention already cited is the effort to involve pairents in 
educational cufid therapeutic programs^with their children, cihcl to develop 
increased responsibility for the support of specialized programs. There , is 
also a tendency to adopt educational rathei; them medical models for this 
population (Power and Quigley, 1971; Moor, 1968). In terms of treatment 
approaches, behavior modification^ and psychotherapy have been used with 
emotionally disturbed mentally retarded deaf/blind children, cund "total 
commianication" in work with the deaf-blind. The latter technique seems to 
be favored by schools for the deaf-blind' on the West Coast. This procedure 
utilizes every possible sensory modality to reach the handicapped chile/. 
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SiLce most deaf-blind children are unlikely to^ be totally lacking in both 
vision and hearing, effort^ are inade_to use auditory training, speech, lip 
^reading, finger spewing, *and* signing .y As part of the "total communic/tion^^ 
effort, particular importance is placed on teaching parents these techniques 
and involv:^ng them in the educational program. These .apd other e^cjucatiorial 
methodologies indicate an increasing emphasis on individualized programming. 
A brief s^ampling of items representing these trends, sever^L of which com- 
bine mdre than one emphasis, will illqminate the wide range iii^this litera- 
^ ^0 I* '\ » 



ture. 




* ' The Rubella Broject operated at New York University' 
( MR 72; Islands of Excellence ) is a. totally eclectic, 
employing the best diagrioj^tic practices currently knownN 
with multi-sensory deprivation, and its Clientele, defines 
children who have at least two major handicapping'^ conditd 
number who are deaf -blind. 

In a study of multiply handicapped 'deaf , Stewart (1971) provides addi- 
tional support for an increased emphasis preschool education, . parent 
instruction in special communication techfi^ues, stronger guidance and 

, counseling programs for both parents and patients, more meaningful recrea- 
tional program^in dormitories of residential schools, ^d greater -involve- 
ment of teachers. in a total educational program. (^so s^ Hairston, 1971). 

Ahdr^w and' Feuerfile (1965) studied a rehabilitation program for the 
deaf-retarded. Eight'Ei^'t^ serv^as controls while 24 with similar 

handicaps'received 18 to 24. months of special training in communication 
skills, shop experience, physical education, and homemaking. Twelve of the 

^24 also received psychotherapy. Compared to the controls, the experimental 
group showed significantly greater impro^ment in social/personal adjustment 
but not iji academic achievement, ^he psychotherapy program had no positive 
effect; in fact, the-* subjects witip^ improved more in intel- 

lectual functioning em-d performance than those who received it. , Sonip- of the 

, patients were able to be discharged placed in the community on a day 
basis and o^ers were able to par^ipat^^ in the institutional work ^program 
following treatment.' *' , 
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'A study of a coordinated, pre-vocational , recreational, and residential 
' living intervention program was conducted by Hall and Talkington (1973) 
withp, 18 aurally handicapped male residents of a public facility for the 
mentally retarded. The subjects were moved to a residential cottage where 
there were" visual aids, an^lification, and staff trained in manual commxinica- 
tiort and behavior modification techniques. An increase in sign vocabulary 
and significant improvement in grooming, communication, academics, recrea- 
tion, responsibility, and social skills were observed. 

Low staff-pupil ratio, application of behavior modification ,^ engineered 
instruction using individualized, self-administered materials, coordinated 
classroom and dormitory activities, manual communication, and parent educa- 
tion were major features in a program for emotionally disturbed. deaf bays 
at a residential school (Brill et al. , 1969) . It was designed to modify 
behavior and teach basic skills and subject content- Results show signifi- 
cant gains in class conduct and self control, and in reading and arithmetic. 
A two-year behavior modification program at the same residential school for 
the dea^ was carried out by Lennan (1970) . Seven of the 18 emotionally dis- 
turbed deaf boys in the Multi-Handicapped Unit progressed sufficiently to 
be transferred to regular classrooms in the residential school. The behavior 
modification techniques included positivb reinforcement with gradual reward 
deferment (fading) , check cards for all acb^^yities even during bus trips 
and home visits, and a staff -child ratio Jf one adult to four chil^dren. 
Both of these demonstration-research programs were judged successful and 
vbehavior modification is now a regular fea^ture at this school. 

Language and speech instruction as well as the acquisition of socially 
acceptable behavior was us^ with institutionalized blind retarded children 
by McClennen (1969) at the Plymouth State Home and Training Hospital in 
Michigan. An application of the token system of, motivation was the goal 
of this program. 

As reported by Wiehn (1970) , the Michigan School for the Blind has for 
several years operated a very successful preschool program. A regular 
aspect of the . program is a summer institute in which both children and their 
parents participate. After watching demonstrations by professii^als , parents 
are given the opportunity to work with their own children so as to develop 
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Skills 'in behavior modification and educational techniques in their owr\ 
homes. More recently, ^an. intenaiva- workshop at the Michigan School focused 
on behavior modification techniques used with preschool deaf-blind children 
^ Environmental Programming for .the Deaf-Blind , 1972). Calvert et al. U^2) 
' also report on the use of behavior modification techniques in the descrip- 
tion of a four-year pilot program begun in 1966 at. the San Francisco Hearing 
and Speech Center' for preschool deaf-blind childr^. According to Calvert, 
who summairized the accomplishments of the program after four years of 
operation^ operant conditioning had only limited value, and that was with 
children who had relatively unimpaired central nervous systei(n organization. 
One of the m^jor findings was that emphasis should be placed on total child 
development; another was that parents should be given sup^rt an4 counseling, 
not just training in communication skills. 

Gr inker et al.*(1969) report the results of a research and d^bnstration 
project which applied therapeutic procedures to out-patients of a state 
institution for deaf mentally ill children and adnlts. In 58% of the cases 
the onset of emotional problems was found.to be j/elated to physical injury 
leading to deviant behavior, lack of motivation^ severe ego defects, or 
separation or Iqss (or fear of loss) of persons or institutions with whom 
a dependency relationship had been established. ^ 

After two to four yedts.in a special therapeutic program designed to 
match experiences to developmental levels (Ross , "Brafen , anQ Oiaput, 1969), 
severely disturbed blind children demonstrated improved language facility, 
reduced anxiety, and increased mobility. Those who had been withdrawn and 
passive bec^e more social and outgoing, whereas disruptive, acting-out 
children learned to redirect their energies and accept rules and limits. 
^Most of the children progressed to the point where they could enter an 
appropriate academic program. 

In order to understand ^ range of problems facing the multiply 
nandicapped deaf childfa diagnostic teaching program was designed to relate 
physiological problems to educational needs, and thereby reduce the poor 
placement of multiply handicapped deaf children (Osborne et al., 1971). The 
Jnique characteristics of , the program include 11 teachers and three teacher 
aides to 11 children, immediate attention to each child's amplifccation 
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needs, a daily one-half hour seminar for t^eachers , audiologists , psychol- 
ogists, cind a diagnostic teaching consultcint. ' * , 

• * ,i ■ • ^ 

( 

O'Meara (1966) describes £in experimental progrcun for the development 
tally delayed, visually impaired child at the^ Illinois Braille cind Sight 
Saving School. A pupil-teacher ratio of made possible individually 
prescribed instruction in living skills, ^nsory stimulation, cind academijfc 
work, within the context of the residential cottage. 

Findings by Rigby cind' Woodcock (1969) .suggest that a group of five 
multiply hcufidicapped blind children ,would be the ideal class size if the 
children were grouped according to/functional ability. The recommendation 
is based on a study of a 12-month residential school, in which a Montessori 
curriculum provided opportunities for individual participation. Parent 
visits were* seen to be \>e,Ti^tf,oxaX in improving the child's/self-care and 
social skills. 

The need for early diagnosis cind treatment of multiply handicapped deaf 
situdents was^ high lighted by Easson (1971) who studied symptomatic autism. 
The disorder is likely to occur when a child has been forced from infancy, 
or cUfi early age , to live cind grow in his private world due to a severe 
perceptual ot intellectual handicap. The syndrome is mosts readily recog- 0 
nized in children who from birth or infancy are deaf, blind, or moderately 
to severely mentally retarded. Without treatment the child is likely to 
become increasingly hcundicapped cind demonstrate bizarre behavior; eventually, 
such a child is indistinguishable from children whose autism is due to 

s 

other causes. 

A nine-year-old congenitally blind girl had" been placed by her own 
parents in special clashes for the severely retarded, where her ^abilities 
were underestimated cind she received little educational stimulation. She 
was removed from this depriving environment, placed in a foster home, and 
enrolled in the Simon Fraser Education Center. Her rapid progress in the 
acquisition of speech and language cort^rehension under these circumstances 
is cited by Rogow (1969) to emphasize the need for providing appropriate 
educational programs. 
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Generalizing from a study with 33 institutionalized blind mentally 
retarded children, McDade (1969) ■ believes that between 20% and 40% of 
persons With such handicaps can profit from a systematic orientation and 
mobility program. He suggests that while most aspects of training are 
similar for "all blind children, both retarded, and nonretarded, .training the 
blind retarded child requires differences in time and level of presentation. 
It was also concluded that orientation and mobility training should be part- 
of the curriculvmi in every institution housing blind mentally handicapped 
persons. * 

.The need to provide' multiply handicapped children with stimulating and 
participatory learning expediences has been enyphasized in a variety of en- 
vironments. Thomas (1972Villustrated how multiply handicapped blind 
children learned to functiqh independently in a variety of travel situa- . 
tions by providing instruction in coordination and postural exercises, 
sensory awareness, indoor orientation, travel skill building, and outdoor 
mobility in school and home nei^^orhoods, business areas, and on pi±>lic 
treinsportation. j^^Sa*. 

Terry and S chaff ner (1972) report the succSjjpjf a program of indi- 
vidualized curriculum, extensive motor development activities, development 
of interpersonal competence, and a home management program for visually 
handicapped retarded children aged three to eight years. The major objec- 
tive of the program was to help children accept themselves, care for them- 
selves, and handle problems independently. Similarly, Talkington (1971) 
reports an exploratory program which increased sensory behavior and motiva- 
tion for 12 blind retarded adolescents residing in a public institution 
for the retarded. The program stressed sensory stimulation, communication, 
socialization, and mobility. 

No studies contrast residential with home care in any controlled 
fashion. However, Smith (1972) states that the private facility is often 
better able to meet the special instructional needs of the multiply handi- 
capped blind child, while public school special classes for the multiply 
handicapped blind child offer the advantage of livii.g at home in a family 
setting. 
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3 . 4 Meas urement 
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The use of mental ability tests with all children has received more 
and more criticism over the past? decade. This hais been particularly true 
with the deaf-bli>nd whose sensory channels for receiving the test stimuli 
are S9 drastically irr^i'red. Irt the past, researchers and psychometricians * 
have designed various modifications to the traditional tests, such >^s the 
Binet and the Wechsler, and often perfo^jmance measures such as the Leiter 
International Scale have been used-. .Two bibliographies of tejsts for the 
blind are descri]>ed in the bibliography section, but these would not be 
relevant, for those .wht) are also deaf. * - 

One of the ippst serious problems noted by Mitra (1970) in a survey of 
state residential facilities for the retarded is the absence of adequate 
diagnostic procedures. Most commonly, deaf retarded children are identi- 
fied by consensus of the facility staff. When objective nvecisures are 
used they usually include only traditional IQ and audiological tests. 

Where there are handicaps in addition to impairment of vision and 
hearing, the task of evaluating competencies is even more complex. In 
cases of severe mental retardation, even. the estimate of le^j^ of sensory 
deficit is difficult, and special techniques must be developed. Bricker 
et al. (1968) developed a manual to facilitate the use 4Df operant audiometry 
with "difficult to test" children: i.e., those who are low functioning 
psychotic, severely retarded, or multiply handicapped. The manual cont'ams 
instructions for determining reinforcers / physical facilities and equipment 
needs, tecl^hical descriptions, as well as instructions for the trainer-tester. 
(Also see Gruber and , Moor , 1963; Moore et al., 1972; and' Rosens tein et al., 
1967.) 

It may seem paradoxical that while evaluation in- the affective domain 
with normal children has long been the bane of test constructors and psychom- 
etricians, social-emotional behaviors in emotionally disturbed deaf children 
can be more readily assessed. However, this is undoubtedly due to the visi- 
bility of extreme abe;rrance. Two institutional techniques which have demon- 
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strated their usefulness a^^e the Rutter Child Behavior Scales and the Bi^istol 
Spcial Adjustment Guide (BSAG) developed by Stott. (See Green [1972] for 
a detailed description of these measures.) -The-BSAG provides a method by - 
which teachers or observers can describe; in non-teqhnicaa language, the 
type of, information needed by' psychologists or psychiatrists. Stott's Guide 
was tl^e fi;rst commercially available instrument to be used Vith 'deaf emo^ 
tiorial^^^^turbed children^ and^has proven successful in a'numb^ of 
research studies. ' f 

Criterion 'tests have been constructed to assess th^ leved of achieve- 
ment of'performantje objectives of specific programs. This ib particularly 
true wheji, as at th^ Michigan School for the Blin<i, behavior modification 
procedures have been adopted. The Calvert et al. 1972 report on the San 
Francisco .Hearing and Speech Center also includes a discussion ^of ev^^lua- 
tion and diagnostic techniques such as audiometric ..testing and a behavioral 
profile (cf. Nicholas, 1972). - To assess the af f ectiveness of remedial 
'curricula it is often necessary to design measures which permit the -diag- 
nosisl of existing areas of deficit in, terms of ^enti;y behaviors , and then to 
chart! the success of t^e instruction as increments in prpficiency over time. 

The CREED test battery (Restaino and Soche?, 1969) was designed for 
^^ch a purpose. It is used to; measure gross motor coordination, sensory 
motor behavior, visual analysis, attention arid memory, and- conceptualiza- 
tioh, with three to eight-year-old deaf multiply Kandipapped children. 
A-ft^r testing over 1,000 children in schools for the deaf in New York State, 
Sig|iificant . differences were found in the performance of three age groups 
on ^11 five subtests. 

J these examples indicate, the task, is simplified in programs using^ 
r modification and performance objectives. If a specif ic . goal is ^ .^^^ 
set J and the specific components of that behavioral goal are described ini 
smaJl kt^ps and prescribed on an. individual basis", the evaluation' of pro; 

toward! the goal is clear and straightforward.' This seems to be the mos?^; 

ft ^ . . ^ ^ . 

promising solution for the assessment of children' with multiple handicaps 




104 



114 



3.'5 Guides to Providerai j 

' %w ■ . 

In a recent review of prajifess in the education of the deaf-blind, 
Guldager (1971) points out th«ipnly a few programs for deaf-blind children 
were in operation in the Unit^|l f&tates even as late as the middle of the 
tl960*s and it was not until iS^djjlthat a large-scalfe federal intervention 
program was initiated. This r|3Ulted ±a the establishment of 'the Regional 
Centers for the deaf-blind. TJ^W^lmpe^^ for this f ederal support Was 
directly related to the increa^^ !in exceptional children, including the 
deaf-blind, attributed to the ^96^1-1965 rubella epidemic. 

■ 1 "t ■ ' . ■ ■ ' . , 

: The Deaf-Blind Regional Centi^rs represent not ohly the first example of 

legislated federal support for the deaf-blind, but also the first autonomoiis 

facilities for this po^lation. ' There are, of course, provisions fpr these 

childreiv within larger institutions searving children with other handicaps , 

but the Regional Centers provide highly specialized techniques and a well 

coordinated Jsystem of service^ for habilitating deaf-blind children] In 

addition to developing -^rograins ^d* providing services, the Centers have 
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conducted incidence studies and sponsored both regional and nationa 
shops and seminars on various aspects of probl^ems associated with treating 
the de^-blind. . 

^ A brief discission of the federal program, its criteria for eligibility , 
regulations, grant procedures , 1 etc. , are' included in Policies and Procedures , 
published by the Office of Education , Bureau ot Educatioijb for the ^'H ami capped 
in 1969. Dantona (1970) simimarizes the acliievements of these 'Centers during 
their first yecir of operation, and Dantona and Salmon (1972) proyide a more 
up-to-date overview of the Centers in a volume which includes appended list- 
ings, of regional and national projects for deaf-blind childrenr youth, an^ 
adults. Guldager (1971) lists the coordinating agency and names the states 

for which each region is responsible. ^ . 

■ . ' V' . ' ■ 

Several regions have, publisheid lists of providers in their own ar^as, 

and these may be obtained by request from the appropriate regional office. 

* (See Guldager, 1971, or Dantona and Salmon, a9 72, for address. ) , Hammer (1970) 

has written a revie^ of services ih.the region which includes Arkansas, 

Louisiana, Oklahoma^, and Texas^. Silmi^aiily the Southwestern Region Deaf- 
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Blind Center prepared a Directory of Programs ^( 1971) which lists and 
describes public and private facilities enrolling deaf-blind children • . 

Arizona, California, Hawaii, and Nevada? The informatiOiKreported was 
"obtained through a' survey of school districts and priv^e kgencies. 

Hayes and Griffing (1967) prepared a guids to pub^c schools and insti- 
tutions-serving multiply handicapped deaf children in California; another' 
Directory of Services for the Multiply Handicapped Deaf (1970) , as well as 
bibliogi^aphies on projects relating to' the multiply handicapped, is available 
'from Gal^-audet College. Schools and Classes fo r Deaf Children ■Under Six , 
is a. geographical listing of 343 teaching facilities compiled from 1967 
survev data ( Vol ta Rgview , 1967). Finally, Behrman' and Moll (1965) , in 
their Directory of Catholic Special Facilities , indicate which providers 
will accept deaf-blind persons with multiple han^&p^fjX% % . 



^ ; 3-.6;'^ Bibliographies . ^ r:;^mm^mmm^ 

There, have been a number of hihlU^t3xj^t^0-'^^'$i^ ^ ^1^"^ . 
separately, work with the d|af. Morris eM^^ (1971) prepared a bibliog- 
raphy 'of tests and testing of ;t^e blind, indljiding over 400 iteA^s^hich 
appeared between 1920 and 1971. • They 'coye|jthe T^i^ory, theory, and adminis- 
tration of tests e'ither adaptk or speciaiiy constructed for this population. 
A separate bibliography (Nolan, ^et al^, 1971) provides a complete picture' _ 
of the.his'tory of research on braille since 1907. .The Council for Excep- 
tional Qixidre'lf,- in its Exceptional Child -^'ibliography Series^has issued 
two bibliographies on the "Aurally Handicapped, " one covering Programs and 
the-'Other Research (1972). 

These do not, exhaust the bibliographical resources in either of the 
two disability areas, but they' have been included here since.biblipgraphies 
on the deaf-blind are very difficult to find. Farrell (1956) , in his general 
review of the field, includes a list of references which date back to the 
16th and 17th centuries, but this can hardly be considered a bibliography. 

Mclntyire (1968) lists 400 items on the deaf and hard of hearing pub- 
lished between 1950 and 1968. They include reports ,^ manuals , journal ^ • 
articles, curriculum guides, and instructional and audiovisual -materials . 
The entries are arranged by subject" area-and include a section on the ^ 
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multiply handicapped deaf and one on the deaf -blind. The'only bibliography 
specifically addressed to the deaf-blind is the one prepared by Hammer 
(1969). Fox the multiply handicapped blind, the Rocky Mountain Special 
Education Instructional Materials Center has prepared a list of references - 
designed to be of practical- help to professionals working with this popula- 
tion (Greene et^l., 1969). ' . . 

The scarcity ofc bibliographies on the deaf-^blind an'd the multiply 
. handicapped deaf-blind indicates either a lack Cff work in this area or 
pinpoints a specific research need. - ' 

4.0 SEVERE MULTIPLE HANDICAPS ^ 

"J ' ' . ' 

4.1 Erob lams' of Definition and Classification 

It is often noted, in the discussion of Ofne type of disability, that 
there is a high probability that other types of handicaps will also be. 
involved. Whether several problems result from the same cause or event, 
or whether one handicap produces anot^ier in a chain reactioft,. certain types 
of disabilities frequently are observed in "W^same 'pergpns^ >^ > 

Furthermore, the question o*" establishing cut-off criteria for deter- 
mining what constitutes severity ^in a specific disability is difficult enoug^ 
when there is only one handicap. How much more difficult itlis when^ several 
^ handicaps\are invblv)|||fl ' ' v 

j , In addition to those multiple handicaps which consist of a combination 
of two or more handicaps, involving deaf-blind, emotionally disturbed, and 
mentally retarded, there 'is a fourth category, known generally as the 
"multi-handicapped," which comprises a combination of sensory, mental, and , 
physical problems. These may inci^de brain-damaged, cerebral palsied, and/or 
orthopedically handicapped children, as well as one or more of the three 
handicaps listed above. The problem of establishing severity in^ this category 
is, of course, multiply compounded. 

A bibliography prepared by Lazar et al. (1967) lists 118 research 
tudiesy instruction?.! gui des ^ and curricula for the' multiply handicapped. 



Lance (1967) reports the proceedings of a special DHEW study institute for 
this population. While the institute was primarily directed to reN^iewing 
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the work ^one in the state of California, the papers include a discus- 
sion of itrends concerning services to the multi-handicapped generally and 
the multiply handicapped deaf in particular. . Ay^ariety of topics of • " 
general interest deal with legislation, teacher preparation, parent 
problems, and curriculum development for both pitolic schools and special 
classes. 

Probably the most comprehensive treatment of the mialtitfly'hXidicapp^ 
child is included in the collection of ^papers ^di^d by Wcat-^id Anderson 
(1969) . An overview treats the medical and educational problems which must 
be met in these children, especially with the increasing number of congenital 
malformations resulting from the rubella epidemic, and also from the much . 
larger number of premature or congenitally damaged children who formerly 
would have been aborted or lost soon after birth, l?ut who are now kept 
alive by advances in medical science. The multiple disabilities- discussed 
include combinations of deafness, retardation, cerebral palsy, briindness, 
and learning ^disorders. The incidence figures from a "survey in Georgia 
are cited, indicating 2.2 handicapping conditions per child identified as 
multiply handicapped. Of particular .interest is a suggested taxonomy, 
based on areas of functioning. The. major categories .are: somatic, intel- 
lectual, behavioral, and communicative. A. rating system is devised in which 
one point for each* of these categories or a total of four points can be 
counted for the following nine areas: physique-, upper limbs, locomotion, 
hearing, eyes, speech, toilet, intelligence, and behavior. This procedure 
provides a numerical basis for estimating severity, with a score of 36 indi- 
cating the highest degree of impairment. Graham (1967) has 'also devised a 
severity rating scale based on the assicfViment of numerical values to various 



handicapping characteristics 

4.2 Research a nd Demonstration " . 
— ^ f ^ 

4.2.1 Curricula and Inistructi onal Guides . Matteson (1972) sets 
forth practical guidelines for the use of motor development activities in 
conjunction with music in teaching- multiply handicapped children. A more 
comprehensive approach is pres^ted in An Early Childhood Curriculum for 
Multiply Handicapped Children (Schattner, 1971). The guide is addressed to 
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teacjiers cind aimed specifically at -{ir^paring children aged four to nine 
years for- academic learning in a school setting. Discussions of early' 
identification of multiply hcUfidicapped children, the ideal physical plants 
the special education classroom, and the role of parent-teacher ccKDperation 
are also included. A similar guide was prepared by Ball (1971) and contains, 
suggestions for "methodologies , media, cind sample' curricula for severely 
multiply hcUfidicapped children .cind profoundly retarded , children. Instruc- 
tional plcufis are presented for each of the following areas: ambulation, 
stimulation, communication, self-r^lf skills/ imitation, and behavior 'prob- • 
lems. Each plcin iijcludes a description of objectives, prerequisites , in- 
structional, methods , learning activities.,, cufid comments relating, to perceived 
strengths cUfid weaknesses. The guide, concludes with .a discussion of theoreti- 
cal considerations involved in curriculum planning. 




4.'2.2 Demonstration Programg\ in addition tp guides describing 
treatment techniques, several descriptions of programs for multiply handi- 
capped children were reviewed. One of these, a rural home-based inter- 
vention program serving 75 multiply handicapped children between the ages of 
zeto and six years, was described by Shearer. and Shearer (1972) . Each 
parent cuid child are visited once a week at home by a teacher who prescribes 
and demonstrates an individualized curriculum., which is iri^lemented by 
the parents. The parents are also required to ke^p a daily log of the ^ 
child's behavior-. Shearer and Shearer maintain that in addition to providing 
strong empirical evidence that hcundicapped children can progress beyond what 

5ually expected of themi, program results also show that parents can 
initi'liite, /^serve, cund accurately record behavioral chcinges in their chil- 
dren. ^ 'J 

A very different model is presented in An Educational Program for 
Multihandicapped Children (1972). This is a program operated by a school 
district for children- aged three to eight years. In addition to describing 
the total educational programming, personnel requirements, and operational 
contexts inherent in this model, the paper presents the basic phi losophw, 
including operational aind educational goals, profile scales;/ use of media 
'and curriculum materials and facilities. 
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Newcorob (1971) describes a program' bf services for very young multiply- 
handicapped children and infantsxat^ the Seal Bluff Development Center. 

r Most, of the children have mental retardatiorTaS one of their handicapping 
conditions, and the iinderlying philosophy is that early prevention and 
instructional programming can preclude^'the develfi^^ment,^ of the secondary 
characteristics ass6ciated with retarde^tion arid brai,n damage. Likfe the 
riiral program described by -Shearer 'and Shearer (1972), the Center's 
^ approach relies heavily on home visitation. Volunteers make these visits, 
•set up developmental milestones for the* children, and train parents to 
implement \the instruction' to achieve the milestones . /-The basic curriculum, 
whiph is tailored for each child, includes development of motor abilities^ 
stimulation of senses, 1:eaching of body parts and self-concept, recogni- 
tion of size and shape of concretie objects, and auditory and visual dis- 
crimination cUfid perception. , 

... ^ 

individual programs for day and residential cerebral palsied children 
(Frampton et al. , 1969) were successful in helping children who had been 
considered untrainable to develop self-care skills. Using physical therapy, 
personality and language development, and parent involvement programs, the 
experimental school recommends a total clinic, multi-focal, school approach. 
' Oth^r suggestions are offered by Ashcroft (1966) , who describes an experi- 
mental half-d|^ program for- the multiply handicapped child. Specific pro- 
cedures which have been used in developing social competence are described. 

In general, theye are few rigorous experimental studies wLth the 
multiply handicapped. Research and demonstration programs tend to stress 
coordination of parental and professional efforts, and home care is favored 
over institutional placement. As with the deaf -blind, there is only a 
limited use of behavior modification procedures. 

'5.0 RESEARCH ON ALL SEVERE HANDICAPS 

5.1 Problems of Definition and -Classification 

Because of the extreme importance of these problems, they are dis- 
cussed as they apply to the individual handicaps in each section (1.0-4.0) 
of Part II. They are also treated extensively in Part I of this report. 
Thus, this important problem is only briefly discussed here. 
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Several investigators hai/e cbnceme<| thems^yes with establishing 
guidelines ^r categories and levels of sev^ity for the exceptional child < 
including all types of jfi^di capping conditions. Engel (1969), supported 
by the work of Iscoe .and Payne (1972) ^ take,s the position that there is' 



historijcal basis for the current >^di lemma. ' Research in each a^rea of 



handicaf^as proceeded under the aegis of a. different combination of dis- 
ciplines/ and it is the semantic confusion engendered by the various \ 
.jargons of genetics medicine, psychology, psychiatry, pathology, bio- 
chemistry, and other interested specializations , which is the major iih- 
pediment to clarity of definition and classification. 

Exceptional Pupils (1968) , published by the Indiana State. Division 
of Special Education/ includes a chapter on issues^ of classification and 
measurement, and a workshop on the education of the exceptional child 
(Hall and Sieswerda, 1972) em^Jhasizes the need for criteria for identifying 
\he characteristics of various handicapping conditions*. Van Osdol' (1971)-f ' 
and Boston and Hanna (1971) have published glossaries of terms used by : 
Specialists working with exceptional childrenf»5'they also include defini- 
tions and, descriptions which relate to various classification systensu, 

' ■* . ■ . . - . ■ 

5.2 Prevalence Studies 

Because of the public pressure for the development of appropriate 
legislation to protebt the rights of ^exceptional children and youth,- and 
because sufficient fynds must i>e allocated to ensure adequate service, a 
number of surveys have been carried out to estimate the size and character- 
istics of the popxalation for whom special services will be needed. Some 
of tnese surveys have been ==under the aegis of the federal government while 
others have been commissioned by states ,^ local communities, or special' 
organizations . 

Trapp and Himel^stein (^972) summarize the data from a survey conducted 
in 1968 by the U.S. Office of Education, Bureau of Education for the Handi- 
capped. These data indicate that 80% of the approximately 5 ,224,705 handi- 
capped children between 5 and 17 years of age suffer inpairments of speech, 
mental retardation, or emotional disturb4nc:e. A further analysis indicates 
that ^4^7, 380 of these handicapped children were in local public schools, 
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133,932 in residential or state. schools, 3'',323,39 3, or- more than. 63%, 

w^re not b^ing served. ^ It should be pointed out that these data are^ 
census figures but estimates based on inferences from popul^ion Statistics 
Furthermbre, the first figure refers to 1968 data,, and W second is derived 
from applying ''^the same i)robability ratios to 1966 data. 

In 1973, the- Bureau of Education for the Handicapped estimated that 
there were approximately 7,000,000 handicapped children, of whom only .40% 
were participating in some sort of specfal program. While the bases of 
these two ^st'imates may not be comi^able, ther^'is certainly some reason . 
to believe that, although the number of identified .handicapped children' 
and- youth is increasing, this rate is less than the rate at which facili- • 
ties for providing needed service are being developed/- Pre,sumably, at some : 
point in the future the demand will' be ir^t, but there is still a long way 
to go befote all handicapped persons enjoy the rights guar^^antieed them under 
the Constitution. > > ,f 

There are continuing efforts to achieve this goal. Several national " 
studies are now under way to obtain a clearer definition of th^ population 
needing services and to assess those services which are available. One of 
these is the Evaluation of Educational Programs iiT-atate-Operated and State- 
Supported Schools for Handicapped Children (P.L. 89-ii3) now being com-, 
pleted by Exo.tech Systems ,...iahder contract to BEH. This report will include 
the most recent estimates of the target population of handicapped children 
as well as the P.L. 89-313 grant formula and grant program data •( Phase I 
Report, 1973) . 

Another is a comprehensive compilation of services for handicapped 
youth (Kakalik, "l973) . This 'is a 20-month cross-agency evaluation of 
federal and state programs for both mentally and physically handicapped 
youth In the .United States. It will, provide estimates of prevalence 
together with a description of the resources presently available to meet ^ 
the. needs of this population. It will also attempt to develop some defi- 
nitional guidelines for classification of handicaps. 

Other federal contracts for surveys of various segments of this handi- 
capped population were let in July, 1973. A clearer picture of prevalence, 
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need and services available should provide a sound basis for future 
action. 



5.3 Measurement * 

It^Xas been noted in many ^contexts that a major obstacle to experi- 



mental research, classification , treatment, cost analyses, and prevalence 
iestimates is the absence of valid measures to use with handicapped Chil- 
dren. ' - . - 

Even with normal populations, where the standardized intelligence 
tests have some modicum of acceptance, there is a great deal. of criticism 
when they are used to assess the mental ^ abilities of minority children or 
those from different cultural and ethnic backgrounds. Although the intel- 
ligence, test is the major single criterion fdf classification ii> uiental 
retardation, the need to include measxires of social and emotional adjustment 
has been repeatedly stressed. 

In an article which explores the relationship between classification - 
and measurement (Pedrini and Pedrini, 1972), the point is made that tests 
^sh^fefild help, ng^t harm, the person tested. Often test results are used to 
^^^^"r Stigmatize handicapped children as incapable of learning, thus releasing 
teachers from their responsibilities. This constitutes a perversion of 



the diagnostic-prescriptive purpose of testing # which is to identify areas 
&f competence which can be ^enlisted in the . remediation of identified areas 



of deficit. 



There is clearly a need for the development of diagnostic assessment 
techniques which can be used in planning appropriate programs for excep- 



tional children, and a great many researchers have addressed themselves to 
this problem. WlicSre the measures reported wer6 created for a specific 



handicap they have been discussed in the aljRpropriate section. In addition. 



a number of investigators have compiled collections of tests for handicapped 



children in general. 



Swassing (1969) has published a list of instruments which were used in 
end-of-year evaluations of projects funded under Title Via and P.L. 89-313. 
These reports were submitted by 50 states and six territories at the end 
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of the 1968 school year.' None of the tests listed were considered adequate, 
and Swassing recommended that new measures should developed for future 
evaluation of the handicapped. An anthology ©fugitive and standardised • 
tests (Cook, ^1971) is available from the Department of Public Instruction 
Library in Madison, Wisconsin, The anthology, which consists of over 300 
items, was designed for special education administrators, teachers, and 
program planners. In addition to stcihdardized, commercially available 
tests, it inclvides evaluation measures especially designed by researchers 
to meet the needs of various studies with handicapped populations, 

Tarczan (1972) has compiled a set of psychometri^ procedurl^s which can 
be used with handicapped pergpns. The text includes a discussion of 
psychodiagnosis, the intelligence quotient and concepts of mental age, a 
glossciry of psychometric terminology and testing terms', as well as a 
directory of standardized tests. Unfortunately, none of the measures listed 
are appropriate for severely handicapped perSons, ' < 

Kafafian suggests that this technology can also be adapted for use in 
evaluation. Since' most of pur traditional approaches to measxirement have 
proven inadequate, this new direction certainly merits further exploration, 

5,4 Guides to Providers 

There are several directories which contain listings of services 
available to a number of categories of handicapped children. None of these 
is devoted to services offered specifically to severely handicapped indi- 
viduals , although there is some attempt to indicate three levels of severity 
for certain disabilities such as mental retardation and emotional disturbance. 

Several of the directories reviewed are nationwide in scope. Probably 
the most comprehensive of these, the Directory of Facilities Pr oviding 

♦ 

Special Education in the United States (1973), is based on a survey corx-^ - 
ducted by the National Special Education Information Center during 1970. 
It contains descriptors for over 3,000 programs, excluding those under* the 
jxirisdiction of State Departments of Education, The facilities are listed 
alphabetically by state, within each of se^/eral handicapping conditions. 
These include autism, deaf-blindness , emotional disturbance, mental retarda- 
tion, and multiple handicaps, a^ well as other type^ of handicaps not 
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relevamt to this review." For each' program or facility, the following informa- 
tion is given: name, location^ control,, licensure, ages accepted, separa- 
tion age^ day or residen'^ial service, primary and associated hcindicaps 
served, handicaps excluded, programs provided, cind test services. All the 
relevant data have been coded into a computer system.* It ccin be accessed 
and printouts requested for a number of dimensions or • combinations of 
dimensions'. For example: "state cind private residential programs serving • 
deaf-blind preschool children in California." An updating of this excel- . 
lent resource syst.em is no^t in progress. , j 

P . ^ 

Another comprehensive national indeX' is the Directory for Exceptional 

Children , issued by the Porter Sargent Covagany . It is revised periodically ^ 

and a seventh editiori was published in 1972. Nearly 4,000 facilities for 

the handicapped are listed, with the following information for each entry: 

name, address, name of director, enrollment data, ^handicaps served, staff,. 

educational programs> rates, ownership, cind sponsorship. It also contains 

area maps, cuinoun cements from about 70 institutions, a list of associations, 

societies, ^and foundations, and federal, state, and territorial agencies 

serving the handicapped. 

A listing of the number and kinds of children's residential ihstitu- 
tions in the United States (Star and Kxjby, 1967) was prepared for the 
Project on Physical Facilities for Group Care of Children. The types and , 
auspices of voluntary and proprietary, public and private institutions 
were culled from a master list pxjblished by the Center for Urban Studies. 

Catholic-affiliated facilities and programs are referenced in a 
directory prepared by' Behafmann and Moll '(1965). Utie directory lists clinics, 
centers, and hospitals offering specialized services to children with emo- 
tional-social disturbcinces, mental retardation, and multiple hcindicaps. 
State training schools, hospitals, cind institutions are also indexed. 

Diagnostic facilities and programs offering remeaial, therapeutic, and 
developmental services for learning disabled and other hcindicapped persons 
are listed in the Directory of Facilities for^^^e I/^rninq Disabled and 
Handicapped (E^lingsbn, .1972). Because of the nature of i,ts focus, probably , 
few of the providers would accept the most severely handicapped. 
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In addition to directories which are nationwide ^in scope., individual 
states issue directories of services for handicapped* persons offered through 
various state- departments , such as Education, Mental Health, or Social 
Welfare. Addresses of the appropriate offices are listed in the Porter 
Sargent guide. They may also be obtained from the Council for Exceptional 
Children in Arlington, Virginia. 

The Council has published guides to selected government (federally 
funded) and pi±^lic agencies (Glassman and Erickson, 1972). The latter 
includes. 90 organizations involved with exceptional children and- provides 
information on membership requirements, sponsorship, and local chapters. 

An early guide to Services for Handicapped Children (1955) presents 
a con^rehensive listing of the various types of special services, facilities, 
and' centers ijjpLlable. Although this is now probably out of date, it is 
interesting in that it also contains a discussion of prc±)lems common to 
various handicappinij conditions and emphasizes the need for organizing 
commimities to provide an integrated program of services. 

5.5 Cost of Services 

5^5.1 Cost Surveys and Studies . Extensive data on costs of 
progifams^for the handicapped have been collected by the National Institutes 
of Mental Health, DHEW Division on Developmental Disabilities, ' the American 
Association on Mental Deficiencies, and b^ state, private, and citizen 
groups. * 

Among these various reports there 'ar| dramatic dif fefences in the ^ 
estimates of number and types of handicapped persons, the number and quality 
of institutions, and in the amount spent to maintain an institutionalized 
person. The average daily per resident costs in 1970 ranged from a low of 
$4.61 to a high of $16.38. There are al^o considerable variations in the ' 
way the funds are allocated and in expenditures for new construction or 
facility renovation (e.g., see Mayeda, 1971). These figures, however, 
are virtually worthless for comparison purposes since the accounting and 
accrual bases on which they are computed are far from consistent. They do, 
nevertheless, provide some indication of the range of costs associated with 
the care and treatment of handicapped children and youth. 
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Just as mental retardation has received: the greatest amount of research 

■' . • * 

attention, so too has the .question of costs of care in facilities for this 
population. There are several excellent references devoted entirely to 
this issue fo^' this hcindicaR category.^ Hie summary presented here relies 
heavily on the worklof Kuge'l and Wolfensberger (1969) , the Mental Retarda- 
tion Source Book (1972), and Conley (1973) . 

The cost of residential care is completely disproportionate to that 
of non-residential care. ; Although only 5% of the retarded population is 
institutionalized, morer/funds are allocatied to maintain them than are 
spent for the public programs which serve the remaining 95%. And these 
costs are rising precipitously. Costs 6f operating and maint^hing public 
residential institutions increased Almost 300% since 1960, exceeding $870 
million dollars in 19 70. The average cost per patient was approximately 
$4 in 1960, $6 in 1969, and $12 in 1970. 

The cost^&i* non-residential care has also risen alarmingly. The per 
pupil cost in special education classes increased mor^ than 25% between 
1968 and 1970, so that the cost per child was over $1600 per year, compared 
with that of approximately $|50 per year in a regular class. Unfortunately, 
these increases are due primarily to inflation and do not represent any 

increase in the. quality or comprehensiveness of the services provided. 

i' ^ 

Costs of services vary with the age and level of severity of the popu- 
lation being s.erved. Op.erating costs per student in non-residential classes 
for the severely retarded are approximately three times the cost per student 
in classes for the educable retarded andi almost six times the cost of students 
in regular classes. The higher costs for. the severely retarded reflect 
high staff-to-pupil ratios, excess transportation, and special therapeutic 
services. Even in residential settings, costs vary- with age and level of 
severity of handicap. Thus the number of residents per staff member de- 
creases, as the percentage of severely and profoundly retarded increases; 
correspondingly, costs increase with an increase in the number of residents 
under 20 years of age. Results of a log linear regression analysis indicate 
a cost difference of $2,100 per year between adult and child residents, and 
a cost diffe^^ence of $400 to $900 per year between the profoundly and severely 
retarded and thos'e with mild or moderate retardation. 

117 ' 



There are also considerable differences in the cost of services in 
pLiblic and private facilities. During the period when the average reported 
per capita cost in public institutions was about $6 per day, the cost of 
comprehensive care in a private or special residential center was estimated 
at over $60 per day.r This wide discrepancy may be due to the fact that these 
providers typically serve yoxinger children and provide developmental care, 
which means special teachers, therapists, medical doctors, and other profes- 

e 

sional personnel. . 

• ^ Much of the cost data fior the care of the mentally retarded also apply 
to the care of emotionally disturbed children. ^ Conversely, the report of 
the costs in the Residential Treatment Centers (RTC's) prepared by Witkin 
and Cannon (1971) can a^o be generalized to offer insights into the costs 
of residential care for ^ variety erf handicapped populations. A number of 
excellent reports with additional cost data are referenced in the RTC 
article, e.g^Taube's "Expenditures in Private Mgntal:^ Hospitals and Resi- 
dential Treatment Centers Tor Emotionally Disturbed Ghildren" (1970), 
but the Witkin and Cannon study is the most con^lete and the most recent. 

The data reported were collected by the Biometry Branch of the NIMH, 
with the cooperation and assistance of various state mental authorities. 
In addition tb the 261 RTC's, the survey instrument. Inventory of Mental 
Health Facilities, was mailed to public and private mental hospitals, general 
hospitals with psychiatric wards, out-patient psychiatric clinics, mental 
health day care facilities, community mental health centers, and multi- 
service psychiatric facilities. Of the 686,000 emotionally disturbed 
children identified in the survey, 77% were receiving psychiatric care 
in an outpatient clinic, while 91,000 or a little over 13% were in some type 
of residential facility. Forty percent of the latter group were placed iti 
general hospitals, 28% in state and county mental hospitals, 8% in community 
health centers, 8% in private mental hospitals, and 16% in the RTC's. Al- 
though some comparisons among these different types of providers are made, 
the study focuses on the analysis of costs and services in RTC's. 

It should be noted that RTC's are far from being a homogeneous group; 
. rather each has its own unique identity and may differ widely in terms of 
treatment approach, staffing functions and ratios, administrative organiza- 
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tion, etc, A >l:ertain amount of extrapolation and adjustment was necessary 
before any meaningful tabular data could be set up. 

Expenditures are grbuped under three headings: salaries, other operat- 
ing expenses, and capital expenditures. It was estimated that the RTC's 
spent 'over §121 million dxiring 19^9; of this, 56% went into employee salaries. 
In comp£u:ison, psychiatric hospitals for children and state and county mental 
hospitals allocated approximately 75% of their total budget tq salaries, 
and the private mental hospitals 61%. / 

The average per capita cost per day in an RTC was $27, whereas ttie. 
average cost in a public mental hospital was $14,. in a private mental hos- 
pital $49, and in a psychiatric hospital for children $66 per day. The ' 
salary components of the per capita figure w.ere $15, $20, $30, and $50, 
respectively. On the average, RTC's expended 12% of their budgets on 
capital investment; however, this figure is weighted by the fact that 32% 
of the RTC's reported no capital expenditxires at all. 

Among RTC's, average per child costs varied with the number of children 
and the geographical location of the facility. RTC's with less than a 25% 
bed capacity averaged $36 per resident; from 25-74 beds, $30; aiid with 75 
to 99 beds, $19 per person per day. It is interesting that when bed capacity 
rose over 100, the per person costs increased to $23 pe« day. With respect 
to geographical location, the highest costs were recorded in New England 
($37) and the lowest in the West South Central area ($11) . 

5.5,2 Variables Affecting Cost Estimates . While the Reporting of 
census and cost information has improved considerably, as demonstrated in 
the Witkin and Cannon study, no real progress' can be made in estimating costs 
of services as long as these Continue to be tied to categorical descriptions 
of handicaps rather than the nature and extent of deficit aiid the nature and 
amount of service required. 

Unfortunately, Whether public or private, every type of facility must 
develop some method of computing costs so as to provide guidance in blidget 
and program planning. Given the absence of reliable data oa operating 
costs by function, administrators may attempt to compute costs 
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by dividingi total expendit»res>y the number of, persorvs served. For many 
reasons this procedure has serious drawbacks; \ 

• It assumes that budgeted costs are ac'^ual costs, and 
does not take into consideration variai:|ons in the 
length of program years, scope of services, amount- ^ 
of service actually provided, or the time when service 

is available. 

7 

• It fails to take into consideration the cost of proces- 
sing new admissions, which visually absorbs a large 
share of the operating fxinds. 

• It includes the costs of capital investments such as 
furniture, equipment, vehicles, and renovations, which 
should be amortized over a longer time period. 

Many fiscal reports do not distinguish between costs and expenditures. 
Valid cost comparisons require that all expenses be defined and accounted 
for. Thus, all goods and services provided in a program miist. be included 
as a cost, whether they are paid for in cash or contributed. A frequently 
overlooked cost component is the value of unpaid patient services. Many 
facilities require that residents spend time in maintaining the grounds 
and buildings,, in food preparation, laundry, etc. Where the population is 
too young or too severely handicapped to participate in- these types of 
activities, non-resident help must be employed. This contributes to the 
spuriously higher cost figures frequently found in facilities serving younger, 
more severely handicapped patients. 

Another source of inaccuracy in estimating cost is the failure to 
include the true market rental value of land, buildings, and equipment. 
This element of cost is almost always omitted from operating expenditures 
of public institutions, since these assets are usually owned by the state 
or sponsoring agency, rather than rented. Also, many facilities are eligible 
for food subsidies and other types of special allowances which, by lowering 
the expenditures, misrepresent the actual cost. 

In facilities which are part of a larger institution^! such as psychi- 
atric care provided in a general hospital, the computation of costs is 
confronted by the need to estimate costs proportionately to the share of 
space, time ,v and services received. What percentage of the salary of a 
Ijceptionist, of the switchboard operator and. the telephone charges, of 
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maintaining the building gromds and common areas, should be charged to 
the mental health facility in a community health center? Such questions^ . 
S^rte extremely difficult to answer, and yet the cost of^the items cannot be 
si|^ly written off, otherwise the cost of providing setvices within a larger 
setting will appear comparatively low. 

5.5.3 Cost Data Collection Procedures . Although precise informa- 
tion on the cost of services to severely h/^ndlcapped children and yputh are 
not yet available, techniques for collecting cost data for both residential 
and non-residential providers have been refined and extensively tested 
since the early 1960 's. Elkin and Cornick (1969) report a detailed system 
for analyzing costs in a residential group care facility. Their work 
represents the product of a three-year project funded by the Child Welfare 
League and the Children's Bureau. The study was deji^Lgned to develop and 
evaluate a computer based cost analysis system. A modified .version of this 
■ system was applied in a study of 21 children's institutions in the metropoli- 
tan Chicago area, and iA eight Pittsburgh institutions. More recently 
(1971-73) researchers at Abt Associates, Inc. have developed fiinctional 
cost analysis procedures for non-residential child^care programs and have 
gathered extensive data on the costs of various types of delivery systems. 
The latter studies have resulted in the developmenrt of categories of . 
mutually exclusive functions that are truly representative of program 
activity clusters. Key analytic procedures are then used to attribute 
personnel time to specific program functions. 

' 516 Status of Current Legislation and Litigation 

• A digest of State and Federal Laws -relating to the education of handi- 
capped children was prepared by Trudeau (1972), and Weintraub et al. (1972) 

i 

have prepared A Model Law for the Education of Seven Million Handicapped 
Children . ^ 

The major piece of legislation dealing specifically with the deaf- 
blind is Public Law 90-230. This law, which called for the creation of 
regional -centers for deaf-blind children, is an amendment to Title VI, 
Part C of the Elementary and Secondary Education Act. In 1970 it became 
part pf the Education of the Handicapped Act. 
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In general, however, writers have focufeed to a large extent on protect- 
ing and strengthening the civil rights of handicapped children and adults 
(Weintravib, 1971; Allen, 1971; Interriational Leagpe of Societies for the 
Mentally Handicapped, 1969) . A number of landmark court decisions h^ye 
affirmed the public responsibility to provide ediHa^tion and treatment to all 
handicapped persons. The court decisions in many cases have substantiated 
the right of hcuidicapped persons to equal protection under the law, includ- 
' ing being ^ovided with an education and full rights, of notice and reten- 
tion in educational programs. Abeson (1973) in the most recent of «a con- 
tinuing series of reviews* sponsored by the Council for Exceptional Children, 
covers litigation concerned with the education of all handicapped children 
^?&^'dna^'^y'buth. The next section summarizes sOmS p£ the important litigation, 
both pending and completed, having significant implications for the e,duca- 
tion and treatment df all handicapped persons but with major en^)hasis on 
the meritally reatrded. These cases deal with the issues of right to 
education, right to treatment, and right to protecticAi f rom h^ri^ 

5.6.1 Right to Education . ^ 

Pennsylvania Association for Reteirded Children vs. Connnonwealth of 
^ Pennsylvania . Civil Action #71-42 (3 Judg^ Court, E,D. , Pennsylvania). 
This case represents the first important legal breakthrough in establishing 
the right of all retarded children to a free public education. The plaintiffs 
in this class action were the Pennsylvania Association for Retarded Children, 
14 named retarded children who were denied an appropriate education at public 
expense in Pennsylvania, and all other children similarly situated. .This 
group brought suit against Pennsylvania for the State's failxure to provide 
all retarded children access to a free public education. Hie opinion and 
order in thi^s case stated that no child could be denied admission to a 
public school program or have his educational status changed without first 
being adcorded notice and the opportunity of a due process hearing. .Further- 
more, it was decreed that no state could apply laws which postpone, terminate, 
or deny such children access to a publicly supported education, including a 
public school program, tuition or tuition maintenance, and homebound instruc- 
tion..- This decision strengthened .the position that air mentally retarded 
^ \A ■ 
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persohs are entitled to an education, regardless of the ^severity of their 
handi^cap. As stated in the consent agreement: . 

Expert testimony in this action indicates that all mentally 
retarded persons are capable of benefitting from a program 
of education and training? the greatest number of retarded • 
persons, given such education and training, are capable of 
achieving self-sufficiency, and the remaining few, with such 
education and training, are capable of achieving some degree 
of self-care? that the earlier such education and training 
begin, the more thoroughly and the more efficiently the 
mentally retarded person will benefit from it; and, whether 
begun early or not, that a mentally retarded person can 
benefit at any point in his life and development from the 
program of education and training ... It is the 
Commonwealth's obligation to place such mentally retarded 
children in a free> public program of education and training 
appropriate to the child's capacity within...the context of a 
presumption that, among the alternative programs of educa- 
tion ,and training required by statute to be available , place- 
ment in a regular public school class is preferable to place- 
ment in any other type of program of education and^ training - 

Mills V. Board of Education , Civil, Action #1939-71 (District of 
Colvimbia) , expands the principle of th6 landmark Pennsylvania "right-t07 
education" case by including the right^ to a public education for all chil- 
dren suffering from mental, behavioral, emotional, or physical handicaps 
or deficiencies, not only for mentally retarded children-. While the 
Pennsylvania case rested .upon a consent agreement between the parties, the 
Mills case is a pure .constitutional holding, and thus has even stronger 
precedential value. The judgment specifies that the District of Columbia 
shall provide to each child of school age a free and suitable publicly 
supported education, regardless of the degree of the child's mental,, 
physical, or emotional disability or impairment , and that insufficient 
resources may not be a basis for not fulfilling this obligation. 

5.6.2 Right to Treatment. 

Wyatt V. Aderholt , 334 Supp. #1341 (M.D. Alabama, 1971) , 32FF. Supp. 
#781 (M.D. Alabama, 1971) , and Bvimham v. Department of Public Health , 
Department of Public Health Civil Action #16385 (U.S. District Court, N.Dt 
Georgia) . In both the Wyatt and Bumham cases, where apt>eals are presently 
being heard, it is argued that there are three basic constitutional provi- 
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sions which establish the right of an involuntarily confined patient to 
'treatment: ' * ^^"^ 

(a) Due Prbcess ; The 14th . AmendiRent states that no person 
can be" deprived of liberty without due process of law. 

The fxindamental fairness doctrine under due process , . > 
of law requires that treatment, _and not mere custody, 
be the necessary quid pro quo for a patient's loss of 
liberty. 

' ' ' . - 

(b) Equal Pr(?te.ction of the Laws ; The I4th Amendment also 
prohibits denial to any citizen or. group of citizens 
equal protection of the laws. Under this provision, 
classifications of citizens must be reason5±)Xe. 
Classifying persons as. "mentally handicapped" and ♦ 

^ subsequently depriving them of their liberty is^ 
reasonable only if treatment is provided* 

(c) Cruel, and Unusual Punishment : .Since civil restraint 
of a mentally handicapped person without treatment 
amounts to punishing him for his sickness, such com- 
mitment violates the 8th Amendment 'which prohibits 
cruel and unusual punishment. , ^ 

5.6.3 Right to Protection from Hann V* ' - ^ ' " 

. New York State Associa tion for Retarded Chil'dren,. et al. v.. R ockefeller, 
72- Civil Actio^ #356 (E.D., N.Y.) ; and Patricia Paresi, et a l. v. Rockefeller 
72 Ci\^l.. Actions #357 (E.D., N.Y.); both filed March 17, 1972. In a rec^t 
memorandum and order on the plaintiffs' moticjii»r^he" judge .declined -to rule 
that mentally retarded residents of Willowbrook State School for the Retarded 
have a constitutional right to adecfjiate habilitation.. He did, however, find 
that they have a . constitutional right to be J4tee frqro harm, and ordered 
appropriate relief. Rights of persons in confinement were outlined by ,€he 
court and include the right to- protection from assaults by fellow inmates 
or staff, the right to conditions consistent with "basic standards of human 
decency," the right to medical care, the right to, exercise and have outdoor 
recreation, the right to adequate hea/ during cold weather, and the right ^ 
to the necessary elements of basic hygiene. 

The fight for. the recognition that every human being has an equal right 
to the fulfillment of his potential, regardless of the severity of handicap, 
is perhaps the most important, development ^in the field of special education 
in the present century. It has (resulted in .increasing the available 
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monetaucy resources for research and experimentation as well as f pr the 
improvement of ' facilities for all types of handicapped persons. The liti- 
gation and the legisle^tion continuer the fight is by no means won, but 
there is a new spirit of hope and a feeling of optimism that not only will 
the lot of the handicapped be immeasxirably improved, but a .reciprocal 
benefit will be provided to society. 



5.7 Bibliographies 

The Council for Exceptional Children, in its Exceptioxial Child Bibliog- ; f 
raphy Series, has piablished^over 50 Selected Bibliographies. A list of ' 
the titles can 'be obtained from the Council offices. These bibliographiei? 
consist of a computer printout of the items on a patticular topic abstracted 
by the Information Center on** Exceptional Children, which is one' of the 
network of Educational Resources Information Centers funded by the Office 
of iSducation. Many of the' selected bibliographies are concerned with the 
severely handicapped. 

Jn addition to the Bibliograj^ies , the Council publishes Exceptional 
Child Abstracts , a joxirnal which focuses specifiqally on work concerned 
with the handicapped, as well as collections" of papers presented at the 
yearly conference of the Council for Exceptic^al Children. These papers 
cover the entire geunut of topics in 'the field pf special education, in- 
cluding research, exemplary* programs , cxirriculum development, etc., all 
having to do with handicapped children and youth. While the entire range 
~of^ impairment is included, a great many of the items are addressed specifically 
to the severely -handicapped. , 

Other compilations of research have been edited by individual researchers. 
Thus Goldberg (1967) has a selected hdbliography of special education which 
references items on a variety of handicaps. Hurder- (1970) reviews research 
projects conducted in the United States during the 1960 's. The primary 
focus is on the education of emotionally disturbed, mentally retarded, deaf-' 
blind, and multiply handicapped ckdldren. 

Textbooks on special education or the exceptional child invariably are 
excellent bibliographical resources.^Trapp and Himelstein (1972) , ^ 
Cruikshank and Johnson (1967) , and Dxinn (1963) are examples of this type of 
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reference. Additionally r annua! reviews of research, the two editions of^.- 
the Handbook of Research on Teaching , and the Mussen edition of Carmichael's 
Manual of Child Psychology illustrate some of the settings in which bibliog- 
raphies, and bibliographies of bibliographies, are to be found. 
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